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Foreword 


Late last summer a small group of medical associates (Herman 
Hilleboe, Ancel Keys, Howard Rusk, and James Watt) and I had 
the pleasure of visiting Moscow with the author of this book. He 
has been for years much interested in medical conditions in the 
USSR, having prepared a thesis on the subject for his Ph.D. de- 
gree. This book is an outgrowth of that thesis with additions and 
amplifications, including the results of his recent visit to Russia. 
Our small medical mission visited Moscow for three purposes, 
the first two of which were accomplished satisfactorily although 
we were able to spend only ten days on the visit. The first object 
of our mission was to help to re-establish medical contact be- 
tween our two medical professions. The second object was to dis- 
cuss with our Russian colleagues two subjects in particular, 
namely rehabilitation, especially in cardiovascular disease, and 
international cardiovascular epidemiological research. The third 
object was to invite to the United States to study and to work 
with us four Russian physicians. The invitation was accepted 
and we expect that it will be fulfilled in the future. It was gratify- 
ing to note the evident sincerity and desire to improve the future 
lot of both doctor and patient in Soviet Russia expressed by the 
present Minister of Health, Dr. Maria D. Kovrigina. 

This book by Mark G. Field is an important contribution to 
historical, social, and medical literature, presenting an account of 
the state of medicine in Russia from the last days of the tsars 
through the various changes of the Soviet rule to the end of 1956. 
It is based on the best possible information available during those 
forty years, but it has been impossible to obtain exact knowledge 
of every detail, largely because of the vicissitudes of Soviet rule. 
It is written in an interesting style and includes much factual in- 
formation. The book is divided into three parts: first, organization; 
second, the doctor; and third, the patient. Case illustrations in 
Parts Two and Three are very helpful. 

I would like to cite a few of the highlights which have interested 
me greatly and which I am sure will interest other readers. First, 
there was an obvious difficulty for the regime in getting control 
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of the doctors at the very beginning of the revolution and for some 
years afterwards. This situation changed later, especially under 
Stalin, to the subjection of the doctors serving the state. Despite 
this unhappy situation, however, physicians for the most part have 
continued in their efforts through the years to help the sick and to 
soften their lot so far as possible, upholding under the most diffi- 
cult conditions the honorable traditions of the medical profession. 

In the process of eliminating independent medical associations, 
the Communist Party depressed the level of the standing of the 
medical profession far below that of a “prestige occupation.” It 
is interesting to note in this respect that the regime tried, first, to 
proletarianize the medical profession by facilitating the entry into 
the medical schools of students of peasant or worker background. 
Many of these students did not have the background, nor perhaps 
the necessary motivation (as given to them by their family), to 
successfully pursue their studies, and more and more students had 
to be recruited from middle-class families. About half of the 
medical students had to be so obtained. A second reason for the 
depression of the medical profession was the placing of party 
loyalty above professional ability, which sometimes resulted in 
putting the poorly trained feldshers ( physicians’ assistants ) in the 
countryside above the physicians. A third reason was the punish- 
ing of doctors for not keeping sick people at work (a good many 
doctors were severely penalized and some imprisoned ). 

Fourth, there was the factor of the very limited time allotted per 
patient, possibly unavoidable at the beginning of the revolution, 
but quite unjustified later on. This is one of the hazards of any 
plan of socialization of medicine. Actually many physicians were 
obliged to spend an average of only eight minutes with each 
patient. More than three fourths of that very brief time was de- 
voted to paper work, with only 1 minute and a half for the his- 
tory-taking and examination of the patient. Such a program must 
necessarily interfere with a good doctor-patient relationship and 
must certainly have lowered the levels of diagnostic accuracy and 
of therapeutic success. There was a large personal element, how- 
ever, which mitigated the situation in some instances. Interest- 
ingly enough, the humorous magazine Krokodil helped the situa- 
tion, on occasion, in instances of extreme lack of equipment and 
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of personnel. Without question there has been improvement since 
Stalin’s death. Such seemed to be the case on the occasion of our 
visit to Moscow in September 1956, but we did not ourselves make 
an investigation of these difficulties. 

A fifth factor in lowering the status of medicine in Soviet Russia 
was the abolition of the Hippocratic oath. A sixth was the giving 
of a low wage to the doctors, especially in the country, and 
a seventh was the giving of a low priority to medical facilities and 
supplies, for example, even for stethoscopes and X-ray apparatus. 

Despite the lowered position of the physician in the highly so- 
cialized (or communized ) society of the USSR, the émigrés and 
displaced persons have expressed a strong preference for Soviet 
medicine over that seen freshly on arrival in the United States, 
in large part because Soviet medicine is free and readily available, 
even though often poor in both diagnostic and therapeutic facili- 
ties compared to American medicine. The Soviet citizen has not 
been used to anything better, or, indeed, in former days to any 
medical care at all. This state of affairs can naturally apply to any 
type of socialized medicine, but as the author suggests, the par- 
ticular advantages of the two types of medical practice, socialized 
and private, may eventually be combined with the clearing out 
of at least some of the disadvantages of each. 

The collective farmers have apparently been the worst off, for 
the doctors frequently felt themselves as exiles in their assign- 
ments to remote countrysides without roads or the ordinary com- 
forts of life and with the constant danger of punitive action for 
any particular failures, economic or otherwise. 

One of the problems of the doctor is expressed interestingly in 
the chapter entitled “To Certify or not To Certify: The Physi- 
cian’s Dilemma.” Malingering has naturally been common, even 
more than in military service. This fact, and the party's constant 
close watch over the doctors, have often made adversaries of 
doctor and patient at the very start. 

In summary, the author has emphasized the great gap between 
reality and the claims of Soviet leaders that the welfare of the 
individual is one of their major concerns. The gap is narrowing 
but is still much too wide. In general, it is the implementation of 
the principle and not the principle itself that is at fault. 
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It is obvious that this book presents to the reader the relation 
of physician and patient in a society still in the process of change. 
What the future will bring, whether a slowly improving evolution 
or a more abrupt change in one way or another, it is impossible 
to predict, but this volume can be heartily recommended to any 
person, medical or lay, who is interested in either the medical or 
the social changes in Soviet Russia during the last generation, or 
indeed in life as a whole in that country, which has attempted to 
compress into a few years changes that usually require genera- 
tions. 


Paul Dudley White, M.D. 
January, 1957 








Preface 


This book is a study in the sociology of the medical profession. 
It is not a study of Soviet medicine; nor is it an attempt to assess 
its techniques. These are considerations which had better be 
left to those specialists qualified to deal with them. In addition, 
the lack of detailed vital statistics (an important index of the 
quality of medical services) makes it difficult to pass judgment 
on the Soviet medical system. Furthermore, it can safely be 
assumed that the removal of an appendix is essentially the 
same technical process whether it is performed in Boston or in 
Kiev. There may be striking differences, however, in the manner 
in which the patient obtained access to the hospital, the way in 
which the operating surgeon was selected, trained, and placed, 
and the solution of the “costs” of medical care and hospitalization, 
including, of course, the costs of medical training. 

In this work I shall seek to support the hypothesis of a close 
and meaningful interdependence between the social system and 
the medical profession. If society depends on the professions for 
the performance of a series of vital services (whether it be in 
medicine, law, teaching, engineering, physics, or research), the 
professional, in turn, is profoundly influenced by the society for 
which he performs these services, and particularly by the value 
system of that society. This influence extends all the way from 
training to licensing and practice, from things that can and must 
be done to things that are categorically forbidden, and from the 
financing of education to the building of hospitals. Of perhaps 
equal interest to the social scientist is the fact that a study of the 
professions is often apt to throw considerable light on the inner 
workings of social systems, particularly motivational processes. 
In one sense, the professions may be likened to a series of mirrors 
that reflect important processes and, as mirrors, they can serve to 
illuminate areas that would otherwise remain hidden from direct 
observation. This is particularly true in medicine because of the 
intimacy of the patient-doctor relationship. 

Under present circumstances, when one deals with the Soviet 
Union and state or “socialized” medicine, one holds not one but 
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two tigers by the tail. In the field of Soviet studies, as Alex Inkeles 
once remarked, “failure explicitly to condemn is viewed by some 
as tantamount to approval, and failure explicitly to praise is taken 
by others as the equivalent of criticism.” 1 The same can be said 
of socialized medicine, an issue as emotionally loaded today (in 
the United States, at least) as was free and public education in 
the age of Jefferson.? And yet the spirit in which this study was 
undertaken was that of scientific inquiry without an a priori 
position. The study was, more than anything else, a voyage into 
relatively uncharted waters. As such, it must remain only a contri- 
bution toward the study of the Soviet social system and the so- 
ciology of the professions. 

The problem of sources, their availability, representative- 
ness, and reliability is particularly vexing in studying the USSR. 
In more than one respect, research involving this country 
(from which only a few hours of airplane travel separate us) 
bears some of the earmarks of historical scholarship: actual 
access to the society is often denied the researcher, and he 
cannot engage in field work. Yet the problem is neither so des- 
perate nor so insoluble as it might appear at first glance. 

There are printed sources of both Western and Soviet origins. 
Western sources consist primarily of work done by other scholars 
in the Soviet field, supplemented by first-hand information from 
travelers who have been to the Soviet Union. As more and more 
work is being done in this field, the scholar may draw from an 
ever increasing supply of information. There are, in addition, 
Soviet printed materials in the form of books, pamphlets, periodi- 
cals, and newspapers which reach across the Iron Curtain in 
amazing numbers and diversity. They pose, of course, certain 
problems of interpretation: they are official in that they are pub- 
lished by the regime and its agencies. Indeed, they are consid- 
ered, in many respects, parts of the propaganda apparatus and 
serve as the prime mobilizers of public opinion behind the deci- 
sions of the Soviet leaders: * no dissenting political or ideological 
opinion can find its way therein. But outside of the strictly po- 
litical or ideological sphere, and with the exception of information 
that might have an intelligence or military value, the scholar can 
find a wealth of data on many aspects of Soviet life. These publi- 
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cations, addressed as they are to a domestic audience, are not 
intended for outside consumption and cannot be classified along 
with typical propaganda efforts such as radio broadcasts to for- 
eign audiences or, for example, USSR, the monthly magazine 
published in English by the Soviet government for American dis- 
tribution and frankly intended to portray the best and most ad- 
vantageous side of Soviet life. If it is remembered, furthermore, 
that the Soviet population relies on these publications, and must 
act, at least in part, on the basis of the information they provide, 
one realizes that they cannot be too far out of step with reality. 
When one reads an editorial in Pravda blasting some bureaucrat 
for the manner in which he handled a Soviet citizen's complaint, 
and when the details that led to the complaint are given, it may 
be assumed that the insight gained in the day-to-day life of the 
Soviet people is valid and valuable. Particularly useful and re- 
vealing as a source on the operations of the medical system and 
on the working conditions of the Soviet physician has been 
Meditsinskii Rabotnik (The Medical Worker), the semiweekly 
organ of the Health Ministries for the USSR and for the RSFSR, 
and which, on January 1, 1957, became also the organ of the 
Central Committee of the Professional Union of Medical Workers. 

Another source, available only since the end of World War II, 
consists of former Soviet citizens who did not return home after 
the war. Although the reasons for defection are many and much 
too complicated to be examined here,‘ displaced persons remain, 
in many cases, the West’s only source of eyewitness information 
on Soviet society and what it means to live in that society. I do 
not claim that displaced persons constitute a random or repre- 
sentative sample of the Soviet population (far from it), or that 
the information they convey is consistently trustworthy and un- 
biased. Extensive studies, however, have been conducted by the 
staff of the Russian Research Center on this very central and 
thorny problem, and I believe that the use of displaced persons 
as informants is not only justified but that it yields reliable in- 
formation, provided that extreme caution is exercised in the for- 
mulation of conclusions and that no direct projections (partic- 
ularly statistical ones) are attempted onto the Soviet population. 
The a priori refusal to listen to former Soviet citizens would be 
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the equivalent of the refusal of a student of, let’s say, Elizabethan 
England, to talk to a group of survivors of that period (or even to 
one survivor) on the ground that the sample was biased, since 
they should have been dead a long time ago. 

Perhaps the most common objection to the use of former Soviet 
citizens is that they naturally tend to depict Soviet reality in its 
blackest form and to flatter those who interrogate them by saying 
what they think will please these investigators. And yet, the 
evidence I present in the third part of this study does not bear out 
this contention. When, for example, three fourths of a sample of 
displaced persons in the New York area say that they prefer the 
Soviet to the American medical system, they clearly indicate that 
their perception of the Soviet system is not so blinded by their 
feelings against the regime that they cannot discriminate between 
the “good” and the “bad” elements. Nor does the extremely un- 
flattering picture that these same persons paint of the American 
physician bear out the assumption that they are trying to in- 
gratiate themselves with indiscriminate flattery. 

For the present study, I used displaced persons in the follow- 
ing capacities. I gave intensive interviews to former medical per- 
sonnel, covering their experiences in their professional life. I 
made an effort to obtain an insight into what it meant to study 
and work in the Soviet medical system, to deal with patients and 
with superiors; into the special problems that were faced and the 
thousand and one details that would help build a comprehensive 
picture of the physician in Soviet Russia. The persons I inter- 
viewed represented the major medical specialties — including 
junior specialties such as nurses and feldshers. They were people 
who had received their education in both the tsarist and the 
soviet periods; almost half of them were women. I made an at- 
tempt to check these reports with each other for inner consistency 
and I compared the evidence against the available Soviet sources. 
The degree of agreement was high enough to inspire confidence. 
Furthermore, in the course of the interviews many things came 
to light which served as springboards for further research and for 
the development of hypotheses which were then checked against 
the primary sources. If at times it appears that perhaps I paid 
too much attention to the “problem areas” rather than to the 
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smoothly functioning aspects of the medical system, it was be- 
cause I felt that these problems were indicative of tensions and 
as such possible harbingers of change. At least they pointed to 
areas of malintegration in the total system, revealed through a 
microscopic examination of the medical subsystem, and thus they 
bear watching for future trends. 

In addition to medical personnel, 1650 former Soviet citizens 
were asked to fill in anonymous questionnaires on their experi- 
ence as patients in the medical system and their opinions of the 
medical personnel who treated them. These questionnaires show 
a high degree of consistency in the answers, particularly among 
those persons occupying roughly the same position in the social 
and economic scale. This position, as will be seen, is the prime 
determinant of an individual’s life-chances® and, of course, of 
the quality of his medical care and of his medical experiences in 
general. 

Finally, as a result of a more liberal policy toward the granting 
of visas, I was able to visit the Soviet Union for approximately 
four weeks in the summer of 1956. For the first nine days I was a 
member of a medical delegation headed by Dr. Paul Dudley 
White of Boston. For the remainder of the stay I traveled as a 
tourist. During a stay of such short duration it is hardly possible 
to scratch below the surface of Soviet reality. And yet, such a 
trip is part of the indispensable equipment of the Soviet scholar 
because it puts the capstone of reality on knowledge that was, 
until then, the result almost of “historical” research alone. It 
helped me to put what I had learned into a more realistic per- 
spective. I was also able to confirm my hunch that the recent 
changes in the policies of the Soviet leaders would affect (and 
facilitate) the work of the medical profession, and that as pres- 
sures were let up in the area of production physicians would be 
relieved of many extramedical functions that had resulted from 
harsh disciplinary laws. 

A word on the use of quotations — direct quotations will be used 
frequently to give a vivid insight into, as well as an illustration 
of, the different areas examined. By using the very same words, 
either penned by an indignant Soviet patient to the editor of the 
Medical Worker or used by an interviewed physician to re- 
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count his daily experiences with Soviet patients, I hoped to cap- 
ture the flavor and the timeliness that only an extended field trip 
could have provided. These words present a slice of Soviet reality 
that pulsates before one’s very eyes: no paraphrase could do them 
justice. 

The study is divided into three parts, each one corresponding 
generally, but not exclusively, to the first three sources of data 
outlined. The first part, based primarily on the printed materials, 
describes the historical and cultural background pertinent to the 
problem at hand, and the nature of the Soviet social system; in 
addition, there is given a description of the formal structure of 
the Ministry of Health and its related organizations and func- 
tions. The second part, based generally on insight and information 
obtained in the interviews and bolstered and confirmed by the 
other two sources, examines the medical profession itself and the 
role and position of the physician. Particular attention is paid to 
social organization and bureaucratic control, to recruiting and 
training, and to allocation of personnel. The discussion then shifts 
to actual and crucial problems of medical practice, particularly to 
the problems of remuneration, facilities, cooperation, and dis- 
posal. Finally, attention is focused on the physician’s function of 
certification, and on the pressures and counterpressures to which 
this function subjects him. The third part, based chiefly on an 
analysis of the medical questionnaires, examines the other pro- 
tagonist in the medical relationship: the patient. It focuses on the 
position of the patient in the social structure and how that posi- 
tion affects his medical experiences, on the attitude of the physi- 
cian toward him, and on his attitudes toward the institutional 
system under which most medical services are made available to 
the population. 

The present work would hardly have been undertaken, much 
less carried through to completion, without the generous support 
of the Russian Research Center at Harvard University, with which 
I have had the privilege of being associated since 1948, first as a 
Research Assistant, then as a Traveling and Graduate Student 
Fellow, and finally as a Research Fellow. In addition, my associ- 
ation with and participation in the Project on the Soviet Social 
System, sponsored by the United States Air Force’s Human Re- 
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sources Research Institute [Contract AF 33(038 )—12909] and un- 
dertaken by the staff of the Center, gave me the opportunity to 
gather materials from former Soviet citizens in Germany and the 
United States. 

This study, however, owes its existence to three social scien- 
tists. To Professor Clyde Kluckhohn, Director of the Russian Re- 
search Center until 1954, I want to express my gratitude for the 
confidence he placed in me. Though not a Soviet specialist him- 
self, Professor Kluckhohn has understood better than anyone else 
the special problems posed by research in the Soviet field and has 
always granted members of the Center the greatest latitude in 
allowing them to follow and develop their own interests. 

To Professor Talcott Parsons I owe my enthusiasm for sociology 
and the theoretical framework necessary to undertake this study. 
To him, in particular, I owe my interest in the sociology of pro- 
fessions and especially in the sociology of medicine. 

To Professor Alex Inkeles my debt is more complex, more per- 
sonal, and perhaps more difficult to express. Over the years he 
has been a constant source of encouragement and an example to 
emulate. This study was undertaken at his specific suggestion 
and he has generously contributed his time to assist me over diffi- 
cult points and thorny questions. To him, more than anyone else, 
this book owes not only its origin but also its completion. 

During part of my trip to the Soviet Union I had the privilege of 
traveling with five distinguished American physicians and scien- 
tists. They all contributed, in one way or another, to sharpening 
my view on the Soviet medical system. I have already mentioned 
Dr. White, the leader of our small group. The other members were 
Dr. Herman E. Hilleboe, Commissioner of Health for New York 
State; Dr. Ancel Keys, Professor of Physiology, School of Public 
Health, University of Minnesota; Dr. Howard A. Rusk, Director of 
the Rehabilitation Institute, New York University; and Dr. James 
Watt, Executive Director, National Heart Institute at Bethesda, 
Maryland. I could not have wished for better traveling com- 
panions. I would also like to mention by name every Russian 
physician we met, but the list would be endless. To all of them 
I want to extend my sincere thanks for their kindness and their 
eagerness to be of assistance to us. 
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I also want to express my gratitude to Dr. Cecil G. Sheps, Ex- 
ecutive Director at the Beth Israel Hospital in Boston, for his in- 
terest in my work and for the opportunity he gave me to work in 
a hospital setting. This experience has been invaluable in provid- 
ing me with a better perspective of medical problems and has 
helped me to separate what, in the Soviet medical system, is 
strictly a medical question from what is the result of more gen- 
eralized social and political conditions. 

Substantial portions of Chapter 9 in this book have appeared 
in the following two articles of mine: “Structured Strain in the 
Role of the Soviet Physician,” American Journal of Sociology, 58: 
493-502 (March 1953); “Some Problems of Soviet Medical Prac- 
tice: A Sociological Approach,” The New England Journal of 
Medicine, 248: 919-926 (May 28, 1953). I would like to thank 
the editors of these journals for permission to use this material. 

I would like to express my appreciation for the assistance given 
me by Dr. Raymond A. Bauer, Field Director of the Project in its 
European phase, and Dr. Ivan D. London, Field Director in its 
New York phase. I would also like to single out the following 
persons who, at one time or another, came into contact with my 
work and made valuable suggestions: Dr. W. Richard Burack, 
Mr. Nicholas DeWitt, Dr. Robert A. Feldmesser, Dr. H. Kent 
Geiger, Dr. Lester Grinspoon, Dr. Barrington Moore, Jr., and Dr. 
John Spiegel. To Mr. Marshall D. Shulman, Associate Director 
at the Center, I would like to extend a special word of thanks for 
his encouragement. I also owe a debt of gratitude to Mrs. Helen 
Parsons, Administrative Assistant at the Center, who guides with 
a stern and firm hand the administrative destinies of the Center. 
Miss Rose DiBenedetto, who typed the manuscript with great 
patience, deserves special mention. 

Finally, the patience and forbearance of Anne Murray Field, 
Alexander James, Michael Bayard, and Andrew Murray, in re- 
leasing a husband and a father for the sake of social science are 
gratefully acknowledged. 

M.G. F. 
Cambridge, May 1957 
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Part | THE SETTING 





Either society is the employer—as with professional civil 
servants ... or else society is served only through the punc- 
tilious discharge of duties owed to the individual client or 
patient ... the larger and more grandiloquent concept of 
service is dangerous. May the doctor conduct, unknown to the 
patient, an experiment involving risk — upon the patient for 
the good of society? ... the answer which springs from a 
professional tradition is No. Society has derived benefit, and 
been best served, through devotion to the client’s interest .. . 
An independent medical profession is second in importance 
only . . . to an independent judiciary. 


Roy Lewis and Angus Maude, Professional 
People in England 


Today in every country the trend in medicine is toward so- 
cialization. From a private relationship between two indi- 
viduals medicine is becoming a social institution, one link in a 
great chain of social welfare institutions. This development 
has made it possible to shift the accent from the restoration of 
health to the protection and the promotion of health. 


Henry E. Sigerist, Medicine and Health 
in the Soviet Union 
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The Background: 
Tsarism and the Zemstvo Physician 


Anton Chekhov, a physician by profession and a masterly writer 
by avocation, gave us an unforgettable description of a rural hos- 
pital in Russia toward the end of the nineteenth century.' It is a 
picture of filth and dirt, of drunken attendants who sleep in the 
same room with the patients, of the almost total lack of instru- 
ments, of resigned superstitious peasants, and of the absence of 
what Russians call “culture.” Chekhov was well qualified to de- 
scribe rural medicine, since he had been at one time, a zemstvo, or 
land physician. The zemstvo system was part of the reforms intro- 
duced by the tsarist government in the years that followed the 
1861 Emancipation Proclamation, which freed the serfs. These 
reforms aimed at a partial decentralization of governmental opera- 
tions, reduction of the power of the bureaucracy, and the in- 
troduction of a measure of democracy and limited local self- 
government. The word zemstvo comes from zemlia, the “land,” 
in contrast with the “center,” that is, the capital and the large 
urban areas. 

The inhabitants of a district (the smallest administrative-terri- 
torial unit) elected the zemstvo assembly. The assembly then 
elected an executive board or committee which remained in 
session between assemblies and which, in turn, sent delegates to 
the provincial land assemblies, the next administrative unit. The 
zemstvo functions were wide and diversified, and embraced such 
activities as might be subsumed under the rubric of public welfare 
and social assistance: road-building, the supervision of prisons, 
education, and particularly medical care and public health. The 
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crown, on the other hand, retained control of such functions as 
policing and recruiting, and appointed provincial governors who 
had the right to interfere with the work of the zemstvo.? 

In public health and medicine Russia had been lagging behind 
western Europe through lack of resources, interest, initiative, and 
personnel. Before the nineteenth century most physicians in 
Russia were foreigners; by 1800 only 14 per cent of all doctors 
were Russians. Formal medical training began early in the eight- 
eenth century; the first medical faculty was that of the University 
of Moscow (1764).3 

Most physicians practiced in the large cities where they catered 
to the needs of the upper classes, leaving the other members of 
the population with practically no professional medical care. 
Whatever assistance the peasantry received came primarily from 
medicine men and midwives, who had scarcely any professional 
training whatsoever.* Deplorable health conditions in the coun- 
tryside and among the urban lower classes, and the consequent 
high morbidity and mortality rates, were further compounded by 
disastrous famines and epidemics, which regularly took their toll 
of the Russian population. The first major step in the develop- 
ment and modernization of medical assistance to the population 
as a whole came with the public health and medical functions of 
the zemstvos. 

Because of the immensity of the tasks faced, the paucity of the 
resources available, and the lack of trained and experienced per- 
sonnel, progress, at first, was extremely slow and sporadic. Only 
the most minimal resources were allotted by the zemstvos to their 
public health functions. Thus, in 1896 only 8.3 per cent of the 
total zemstvo budget went to health. (In 1912 this allottment had 
risen to 26 per cent.) Peasants, who had often had to pay for 
medical assistance, saw the tees abolished in the middle eighties. 
Due to the shortage of funds during the sixties and seventies, the 
zemstvos frequently hired physicians’ assistants (or feldshers) 5 
rather than physicians. The few doctors who were employed by 
the zemstvos worked on a “circuit” (razezdnaia) basis, going from 
district to district and village to village, seeing patients usually 
only on market days. Those who needed continued medical at- 
tention therefore had to resort to the feldshers. It was only in the 
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1890's that the circuit system was abolished and physicians were 
appointed to stay and practice in one locality. In 1870 there were 
1,350 medical dispensaries manned by feldshers; in 1910 there 
were 2,620. Over the same period the number of zemstvo physi- 
cians rose from 610 to 3,100; while there were 1.5 beds per 10,000 
inhabitants in 1870, there were more than three times as many in 
1910.® 

And yet, as noted above, the development of zemstvo medicine 
was extremely uneven. There were, for example, zemstvo assem- 
blies in only fifty-four of the eighty-nine provinces which at that 
time constituted imperial Russia. In addition, the program which 
each zemstvo followed depended on the initiative of the zemstvo 
itself and on its resources, which of course varied from one to the 
other. There was no over-all, nation-wide, coordinated medical 
assistance program applicable to Russia as a whole, centrally di- 
rected and responsible to the state, as there was later to be in 
Soviet Russia. Among its achievements, the zemstvo pioneered 
the system of city and rural medical “districts.” A district (uchas- 
tok) was a territorial unit for the dispensation of medical care, 
designed to provide complete and comprehensive medical cover- 
age for the district population. Although there were many varia- 
tions and experiments in this field, the district's basic organiza- 
tional nucleus was the hospital, to which were to be attached pub- 
lic health or sanitary services, and provisions for epidemiological 
work and for the study of the health conditions prevalent in the 
area. In its ideal form, the hospital was to cover both preventive 
and therapeutic aspects, and to provide complete medical cover- 
age in different specialties. By 1910 there were 2,686 rural dis- 
tricts, with an average of 28,000 persons in each, as against 
95,000 persons per district in 1870. 

In the cities measures were adopted to bring medical assistance 
to the workers. A law passed in 1866 stated that one hospital bed 
should be made available for every hundred workers at the ex- 
pense of the employer.’ The law, however, remained largely a 
dead letter. It was only after the 1905 Revolution that laws were 
enacted permitting the creation of hospital funds (bolnichnie 
kassi), patterned largely after the German social insurance sys- 
tem.® 








4 The Doctor and Patient in Soviet Russia 


When the Soviet regime began to build its medical system it 
did not, therefore, start from scratch. Rather, it continued and 
amplified, while at the same time it modified and adapted, a pat- 
tern which had existed in Russia for more than half a century and 
through which rich and diversified experience had been accumu- 
lated. In addition to providing Soviet medicine with a partial 
organizational blueprint, the zemstvo system gave rise to a dis- 
tinctively new social and professional type in the zemstvo physi- 
cian, combining traditional medical ethics with the humanitarian- 
ism and progressivism of the “populist” movement. That move- 
ment best embodied the spirit of mission, dedication, and activism 
which was found among some segments of the intelligentsia ° 
and which made its appearance when it became clear that po- 
litical action was impossible or had to be carried on illegally. 
Populists, or Narodniki as they were known, felt they had “to go 
to the people” to bring them the benefits of science, education, 
progress, and, of course, medical care. The physician and the 
teacher were perhaps the outstanding representatives of that 
voluntary movement to assist and educate “dark and deaf” masses 
of rural Russia, and to raise them to the point where they would 
be able not so much to undertake but to understand and accept 
some of the changes that were felt to be Russia’s inevitable lot. 
Members of the intelligentsia who foresook the comforts of the 
“center for the dreary life on the “land” were making, in the eyes 
of the city population, a substantial sacrifice. In addition to the 
difficulties and deprivations which these intellectual missionaries 
undertook to shoulder, they also faced the typical risk of mis- 
sionaries everywhere: the hostility of the population they wanted 
to help. There were occasions when the peasantry, suspicious and 
aroused by what they considered the unorthodox methods of 
these missionaries, murdered them, chased them away, or turned 
them over to the police. Indeed, in the eyes of the peasantry, 
many of these intellectuals could hardly be distinguished, at first, 
from the tax collector and the recruiting agent, symbols of the 
oppression of the central government. In addition, the teacher 
and the physician, particularly, threatened the authority of native 
specialists and community leaders; the latter often aroused and 
inflamed the population against them in order to drive away the 
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competitors.1° Moreover, these intellectuals were, in the true 
sense of the word, alien elements almost speaking a different lan- 
guage from that of the peasantry, thereby creating a formidable 
communication gap. Indeed, because of the overwhelming dif_i- 
culties and the miserly results, many populists returned to the 
towns discouraged and disheartened, some to turn their mis- 
sionary, and sometimes revolutionary, energies into other chan- 
nels, such as terrorism, as was current in the 1880's, or into the 
formation of illegal political parties.11 And yet, despite these con- 
ditions, the number of zemstvo physicians increased almost ten- 
fold between 1865 and 1910 (from 350 to 3100 ).?? 

Zemstvo physicians did not, however, constitute a majority of 
the medical profession — far from it. In 1892, for instance, out of 
a total medical profession numbering more than 12,000, only 15 
per cent were zemstvo physicians.’* And yet they played a role 
quite disproportionate to their numerical strength. For one, they 
created the pattern of the “socially conscious” physician who de- 
votes himself to the welfare of others without regard for his own 
comfort, safety, or reward. To their credit, the zemstvo physicians 
went beyond the sick individual to the social and economic condi- 
tions that led to the sickness, and to the social and economic 
repercussions that one man’s illness would have for other men. 
But beyond social and economic conditions, there were political 
factors that to a large extent determined many, if not most, other 
conditions. Confronted as they were in their daily activities with 
the misery, the poverty, the corruption, the inequalities, the suf- 
ferings of the population, they soon began to realize that even the 
best medical care would be of little avail unless matched by po- 
litical reforms that would pave the way to improvements in sani- 
tation, food, and living standards in general. They were, further- 
more, truly appalled by the terrible waste, both in human lives 
and in economic terms, which was the direct result of the de- 
plorable health conditions in the countryside and in the towns. 
What contributed most to their dissatisfaction, of course, was the 
fact that most of these conditions could be remedied if only the 
appropriate measures were taken and the necessary funds made 
available. Typical of what was being written by socially conscious 
physicians at the time was an article on extraordinary mortality in 
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Russia and the necessity for a change, by Dr. Nikolai Ekka, pub- 
lished in the journal, Mezhdunarodnaia klinika (International 
Clinic) in 1886. 

Dr. Ekka’s main argument was economic rather than humani- 
tarian. He argued that the low life expectancy of the Russian 
population at birth (twenty-nine years) was a definite liability in 
terms of returns on investments, since the longer a person lived 
the greater could be his contribution to society and to the welfare 
of the population. Contrasting the life expectancy of a Russian 
against that of an Englishman (fifty-three years) and the average 
age of the population (fifteen years in Russia as against twenty- 
seven in England), he pointed out that, in terms of production, 
the Englishman would have thirty-five years of useful work and 
the Russian only eleven. Moreover, he went on, a man who died 
at fifty-three could amass three and a half times as much in sav- 
ings as one who died at twenty-nine. And, if the first eleven years 
of savings must be spent to educate a child, the Englishman 
would have (and could leave to his children) twenty-four years 
of savings, the German eight, and the Russian none. “Nor should 
one imagine,” the author goes on, driving his point home, “that 
Russia, by refraining from improving health conditions actually 
does affect economies. [On the contrary], since in Russia sixteen 
more persons out of 1,000 die annually than in England, one mil- 
lion and a half die each year who need not. More than half of 
these, almost two-thirds, die without having earned a living; with- 
out having repaid their debt to society.” The cost of this loss was 
estimated at fifty million gold rubles yearly. In conclusion, Dr. 
Ekka remarks that there is not much new to invent in this area: 
“It only remains for us to translate into our local conditions the 
practical data gathered by England ... the more spent for 
health, the better for the people.” 

Under these circumstances it is not surprising to find that the 
medical profession in general and, of course, most of the zemstvo 
physicians, held “liberal democratic” ideas and were part of the 
revolutionary movement of the times. A change would allow 
them, so they thought, to improve the medical care and health of 
the population. While the financial and organizational support 
would come from the state, the medical profession expected to 
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retain its professional autonomy. Indeed, it would advise and sug- 
gest. In this expectation, as in many others, the profession was to 
be disappointed: it was the Soviet regime that was going to do 
the talking, and the profession the obeying. 

Furthermore, the system of zemstvo medicine made a contribu- 
tion toward the solution of the problem of medical care for groups 
of the population that could not afford it. It proposed to raise 
the dispensation of medical services to the level of a public serv- 
ice of interest to the community, which would finance the services 
from tax funds. In this respect, the scheme differed somewhat 
from insurance schemes in which wage earners (and sometimes 
employers) could make a definite and regular contribution to a 
central fund which would, in turn, pay for the services of the 
physician and for hospital and related care. 

Soviet medicine and medical philosophy are, then, at the same 
time both a partial continuation of zemstvo medicine and its 
philosophy and also a reaction against the tsarist system of med- 
ical organization as it existed in the second half of the nineteenth 
century and the beginning of the twentieth. Thus, for example, 
one of the many shortcomings of the tsarist system of public 
health was that it was scattered among eleven governmental 
agencies, with a minimum of planning, coordination, cooperation, 
and standardization. By contrast, the Soviet medical system be- 
came characterized by its extreme centralization, the planned 
aspect of its program, and its coordination with other phases of 
the Soviet social system. On the other hand, the zemstvo system 
had developed as a public service. In many respects the Soviet 
system was patterned along these lines. Tsarist medicine had 
allocated only the most minimal resources to the prevention of 
illness. Soviet medical organization was to devote a major part 
of its resources to preventive medicine and to a system of public 
health. Furthermore, the zemstvo medical system was one in 
which private medical practice did not play an important role. 
Consequently, when socialized medicine was introduced in the 
Soviet Union, “public” practice did not emerge as an innovation 
imposed upon a reluctant professional body (as it well might be 
in the United States), but as the extension of a cultural tradition 
which had been upheld by some of the most respected members 
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of the prerevolutionary intelligentsia. And yet, in its attempts to 
unify medical services, centralize all the health activities, and 
direct medical practice in general, the Soviet regime was forced to 
introduce a series of changes which destroyed the feeling of spon- 
taneity and voluntariness that had characterized medical prac- 
tice, particularly the “land” physician’s work, in the prerevolu- 
tionary years. The well-meaning activities of the medical profes- 
sion became incompatible with a bureaucratically organized 
medical system controlled by political organs, in which each 
physician was assigned a well-defined post and specific functions, 
often regardless of his desires, preferences, or abilities. In turn, 
the opposition which physicians individually, and the organized 
medical profession as a body, might show to such a program, and 
which it did show at first, had to be neutralized in order to get 
the program under way. This was done by removing the organiza- 
tional bases from the medical profession and turning the physi- 
cian into a state functionary. 








Chapter 2 


Medical Services 
and the Soviet System 


Soviet society is a large-scale industrial social system of the 
national type in a state of rapid social and cultural change, mov- 
ing from an agricultural to an industrial order.’ It is a society in 
which all the political and most of the economic power has been 
concentrated in the hands of a militant and unique party, the 
Communist Party of the Soviet Union. This party, which embraces 
only a small minority of the population (3 per cent), is a tightly 
organized and disciplined body, hierarchic in structure and cen- 
trally directed. It is a pyramidal structure controlled by a small 
group of men, and ultimately by an even smaller group, or one 
man, at the apex. The party has ascribed to itself the role of “the 
vanguard of the working class.” ? Fundamentally, the party con- 
siders itself as much an instrument of rule and power as the living 
embodiment, the corporate expression, so to speak, of a body of 
thought (an ideology) which provides not only an interpretation 
of past history, but also a program for future developments. As 
Anastas I. Mikoyan, a First Deputy Premier of the Soviet Union, 
declared at the Twentieth Congress of the Party early in 1956: 


Guided by the mighty Marxist method of understanding the laws 
of social development, the Central Committee clarifies the contem- 
porary events of social development, explains them in a Marxist way, 
and arms the working man with conclusions which generalize and ex- 
plain not only the facts and events of the period of the lives of Marx 
and Lenin but also subsequent events both in capitalist and socialist 
countries.® 


It is in terms of this ideology, or at least in its name, that the 
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party leaders attempt to mold Soviet society and to move it to- 
ward certain predetermined goals. The goals themselves are based 
on the leaders’ interpretation of Marxism-Leninism, their assess- 
ment of the realistic possibility of achieving these goals, their 
distinctions between short-range (tactical) targets and long- 
range (strategic) objectives, and the problems inherent in their 
environment (such as natural resources and hostile powers). 
While interpretations of the ideology may vary from time to time 
and the goals themselves may change or be modified depending on 
the problems at hand and the leaders’ personalities, the direction- 
ality of the system has been a constant feature from the earliest 
days of the revolution, and remains so to this day. At the same 
time, this directionality implies a system of priorities in the in- 
vestment of scarce resources of manpower and facilities. This is 
true, of course, of every social system, since no society has un- 
limited resources at its disposal. And yet, in nontotalitarian soci- 
eties the system of priorities is implicit rather than explicit, spon- 
taneous rather than planned; the result of a multiplicity of in- 
dividual decisions and mutual adjustments. In a totalitarian sys- 
tem, the presence of an explicit ideology, a series of goals and 
subgoals, coupled with quasi-absolute political and economic 
power, permits the regime (that is, the party leaders) to impose 
upon society (or the state) ifs scale of values, its order of priori- 
ties, its timetables, without having to contend with counterclaims 
and without fear of losing power. Such a system represents, in 
the true sense of the word, a mobilized society, a garrison state, 
in which an attempt is made to husband all social processes be- 
hind the objectives, the policies, and the day-to-day decisions of 
the regime. The feeling of military organization is often striking 
in official Soviet parlance, which treats of campaigns to be won 
(the harvest is a campaign), of bastions to be stormed (intricate 
industrial processes are bastions), of strategic retreats and ad- 
vances (the new Economic Policy was a retreat, the five-year 
plans were advances), and so on. Control over the human ele- 
ment is effected through the regime’s monopoly on the use of 
force and violence, its manipulation of the reward system, and its 
total control of the means of mass communication. It thus uses a 
combination of coercion, incentive, and persuasion, or to put it 
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another way, the proverbial carrot and the stick supplemented by 
the “pep talk.” Control over the nonhuman element is effected 
through the regime’s ownership and management of the produc- 
tive forces of the country. 

Such a system is not one that basically seeks to curry popular 
sentiment by catering to popular demands. In a democratic or 
parliamentary system responsible to public opinion, such a policy 
would lead to the downfall of the government or party in power, 
and its replacement by another, more tractable one. In the Soviet 
Union (as in any totalitarian system), power is not subject to 
constant scrutiny and review on the part of the citizenry. Indeed, 
it is part of the regime’s propaganda apparatus to prepare and 
condition public opinion for the policies of the regime. While ef- 
forts certainly are made, within the limits imposed by the top- 
priority goals of the system, to reduce popular dissatisfaction and 
to enlist cooperation and loyalty, this is a consideration that does 
not appear uppermost in Soviet leaders’ minds. It is the popula- 
tion and the individual Soviet citizen who are the elastic ele- 
ments in Soviet society; when the choice lies between stretching 
the endurance of an individual worker and that of a “valuable” 
piece of machinery, the chance is that it will be the individual 
who will be asked to bear the brunt of the effort. 

Briefly stated, the primary goals of the regime are heavy indus- 
trialization, the mechanization and collectivization of agriculture, 
and national military self-sufficiency. These goals must be seen 
against the background of a world situation in which the Soviet 
leaders see two competing camps, their own and the “capitalist,” 
and in which they want to maximize their chances of victory be- 
cause their ideology and their training preclude the existence of 
a world divided into two systems: one or the other eventually 
must triumph. It is to these objectives that all other aspects of the 
Soviet system have been subordinated. 

If we then assume that the resources at the disposal of the 
regime are severely limited, we must also assume (given the 
nature of the Soviet system) that the welfare of the population, 
including medicine and public health, cannot command a first- 
priority position and must give way before the requirements of 
the state in its efforts to industrialize and catch up with the West. 
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Allocation of resources to this area may then be dictated by the 
following formula: the minimum allocation of resources con- 
sistent with a certain level of functioning of the system as defined 
by the regime. Were the regime to allocate less, then a rise in 
morbidity and mortality beyond acceptable indices would jeop- 
ardize the regime’s goals. On the other hand, were the regime to 
allocate more of its resources (in personnel and in materiel), it 
would be taking them away from first-priority areas and again 
compromising its program. 

Another important aspect of the system of medical care is that 
it must be controlled at all times to keep it fulfilling its assigned 
functions and to prevent it from undermining the goals of the 
system by engaging in activities that would be detrimental to 
that system (such as, for example, being too “lenient” in giving 
medical excuses). Thus, the health program is subject to a series 
of control organs, both administrative and financial, medical and 
nonmedical, that will impose the priority status and control in an 
effective manner. It would be, for example, extremely difficult 
under present circumstances for the United States Government to 
decree, and to enforce the decree, that only a certain, definite 
percentage of the national income should be allocated to health 
and medical services. This would mean setting up a complicated 
accounting and control machinery for the funds going into hos- 
pitals and to physicians, particularly those in private practice, an 
operation which is clearly impracticable unless all physicians 
were put on the government payroll. If, on the other hand, the 
overwhelming majority of medical services, including those of 
physicans and related medical personnel, were put under one 
central, controlling authority, to which would be assigned a 
definite part of the national and state budget, then the applica- 
tion and the enforcement and the control of medical services 
would become a reality (within, of course, certain limits). In 
addition, such a central authority would be in a position to assign 
more medical resources where it felt they were needed most to 
implement its policies. Or it could, on the contrary, with relative 
ease and rapidity, restrict the flow of resources and shift it to 
other, nonmedical areas. This is precisely the situation in the 
Soviet Union, where most medical services are controlled by the 
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state and dispensed through a regular branch of the government, 
the Ministry (formerly Commissariat) of Health, and regulated 
financially through an allocation from the national, republican, 
and local budgets. Perhaps indicative of the nature and manip- 
ulability of that system is that the regime is not interested so 
much in providing the entire population with medical care for its 
own sake as in providing care to that part of the population 
which, in the estimation of the regime, is most capable of con- 
tributing to the realization of its goals or on whose loyalty and 
support it depends most. Aside from the purely instrumental as- 
pects of this policy, it is reasonable to expect that, psychologically 
speaking, the promise of high-quality medical assistance will act 
both as a powerful incentive and as an effective reward for con- 
tributions to the regime. There is, indeed, a marked and con- 
sciously applied stratification in the dispensation of medical serv- 
ices to the population, a pattern which parallels others in the 
area of differential access to the components of the standard of 
living, and which will be examined at some length in Part Three. 

It may then be expected that the nature of such a medical 
system, with its proliferation of control organs and with the cen- 
tralization and bureaucratization which it necessarily entails, 
should profoundly stamp the nature of medical services, the liv- 
ing and working conditions of the physician, and the patient- 
doctor relationship. In addition, it may be expected that such a 
svstem will introduce into medical care a series of factors basically 
extraneous to the medical process itself. These factors may be 
called “political” in the sense that the power of the state (or the 
regime) will always, explicitly or implicitly, be at their base. 
While in the prerevolutionary period there was little to distin- 
guish medical practice and the physician’s position in Russia from 
that in the West, this practice and that position have radically 
changed with the advent of the Soviet regime. In one sense, and 
with due reserve and qualification, what happened to medicine 
as a social institution under the impact of Soviet conditions al- 
most constitutes a controlled experiment in the fate of a major 
professional function in a totalitarian system. 














Chapter 3 


Soviet Medical Organization: 
History and Development 


When the Bolsheviks seized power in the fall of 1917, they in- 
herited a country that was politically corrupt and disunited, eco- 
nomically bankrupt, and militarily on the verge of collapse. In 
addition, the regime’s very existence and security were threat- 
ened by deteriorating health conditions aggravated by the lack of 
medical personnel, supplies, and facilities. In particular, the re- 
gime’s stability was seriously endangered by a series of epidemics 
which found fertile ground among an already ill-nourished and 
weakened population; epidemics, furthermore, which could not 
be checked because of the lack of soap and other disinfectants. 
The new regime, ruling as a precarious minority from Petrograd 
and threatened on all sides by hostile forces from within and 
from without, could not fail to look seriously upon the steadily 
deteriorating health situation as a grave political threat. Already 
in December of 1917, a scant month after the seizure of power, 
the Gazeta rabochego i krestianskogo pravitelstva (Gazette of 
the Workers’ and Peasants’ Government) had warned that: “The 
war, economic ruin, and its ensuing famine, as well as the weak- 
ening of the population, pose before the workers’ and peasants’ 
government the problem of the struggle, at the governmental 
level, against disease, mortality, and the unsanitary conditions of 
life among the wide masses of the population.” ? 

It is difficult, of course, because of the unsettled conditions of 
the times and the almost complete disorganization of the country, 
to have an accurate record of the magnitude and extent of epi- 
demics which constituted such a major threat to the Bolsheviks. 











Soviet Medical Organization 15 


And yet, a quick glance at the number of registered cases (ob- 
viously an underenumeration ) is enough to give an inkling of the 
health problems in the first years of the Soviet regime. Take, for 
example, typhus: in 1913 there were 7.3 registered cases per 10,000 
of the population; in 1918 the figure was 21.9; in 1919 it was 265.3; 
by 1920 it rose to an all-time high of 393.9; in 1921 the figure 
was 54.0; but in 1922 it rose again to 109.6. Approximately 10 
per cent of those who had typhus died, a high percentage. Re- 
lapsing fever, another scourge of Russia, climbed from two regis- 
tered cases per 10,000 in 1913 to 42.3 in 1919, 127.3 in 1920, 65.1 
in 1921 and 112.7 in 1922. Mortality in relapsing fever cases was 
from 2 to 3 per cent. In 1921 there were 204,228 reported cases of 
cholera. In addition to these diseases, which decimated the Rus- 
sian population, there were also epidemics of typhoid fever, 
plague, smallpox (150,000 registered cases in 1919), dysentery, 
scarlet fever, measles, and malaria.* According to conservative 
estimates, the morbidity from typhus alone was 20 to 30 million, 
with a corresponding mortality of 3 million. By 1924 the total 
number of deaths from epidemics since 1916 was put at 8 to 10 
million.* 

“Typhus,” Lenin declared shortly after the revolution, “among 
a population [already] weakened by hunger without bread, soap, 
fuel, may become such a scourge as not to give us an opportunity 
to undertake socialist construction. This [must] be our first step 
in our struggle for culture and for [our] existence.” 5 In 1919, at 
the height of the epidemic, he was to face the Seventh Congress 
of the Soviets with the simple choice: “Either the louse defeats 
socialism or socialism defeats the louse.” ® 

This was, clearly, an emergency situation and as such necessi- 
tated emergency measures. It was no longer a question of pro- 
viding routine medical care to the population; it was one of arrest- 
ing, or at least minimizing, the spread and the impact of the epi- 
demics and of preventing, whenever possible, the rise of new ones. 

This necessitated, first, centralized and coordinated action 
from one all-powerful medical headquarters. Such a headquarters 
did not formally make its appearance until the middle of 1918, 
and yet measures began to be adopted immediately after the 
seizure of power which pointed the way to that central authority. 
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The first medical organization of a purely Soviet character was 
the Medical-Sanitary Section of the Petrograd Military-Revolu- 
tionary Committee, which was formed in the first days of the 
revolution in October of 1917.7 Its task was to organize medical 
services for the “soldiers and the workers.” The Medical-Sanitary 
Section was the organizational nucleus of the Soviet system of ad- 
ministrative controls over the dispensation of medical services. 
Similar sections were organized in the soviets— councils of 
workers’, soldiers’, and peasants’ deputies — in other localities. 

At the end of November 1917 medical collegia, or commissions, 
were formed in the Commissariats of Internal Affairs, Transporta- 
tion and Welfare. Two months later, early in 1918, Lenin signed 
a decree setting up a Soviet of Medical Collegia ® to unite, super- 
vise, and coordinate the medical activities of the collegia. Offi- 
cially, this soviet was described as the “highest medical organiza- 
tion of the workers’ and peasants’ government.” The rationale 
for its establishment was at least twofold: it was, of course, a step 
in the centralization of medical services; and it was also a measure 
aimed at opposing and neutralizing the prerevolutionary medical 
profession, whose members were not politically in sympathy with 
the Bolshevik regime. As members of the “liberal intelligentsia,” 
they had supported the democratic institutions of the short-lived 
Provisional Government and had been instrumental in forming a 
Central Medical-Sanitary Council attached to the then existing 
Executive Committee of the Soviets 1° (which was not dominated 
by the Bolsheviks). The Central Medical-Sanitary Council was 
established with the help of the medical profession and was to 
translate into practice some of the plans elaborated by physicians 
before the revolution. With the advent of the “Socialist” revolu- 
tion, however, all but a handful of “Bolshevik” physicians came 
to be regarded by the Soviet regime as members of the former 
“exploiting” classes; as such, they found themselves sharing the 
fate of “bourgeois intellectuals” in the “workers’ state.” Further- 
more, these physicians and the medical corps in general could not, 
in principle, assent to the regime’s policies toward the medical 
profession and particularly to the political controls which it sought 
to impose upon that profession. While the specific policies that 
these physicians rejected will have to be examined at a later 
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point, it is enough to say that, as a result, many physicians emi- 
grated abroad, many were liquidated in one way or another, and 
those who survived waited for many years to be rehabilitated by a 
society that demanded their services but rejected their claims for 
social and financial recognition. At the same time, the very exis- 
tence of the Medical-Sanitary Council was a threat to the Soviet 
monopoly in affairs of health, as well as a rallying point for dis- 
gruntled physicians; it was therefore abolished at the time Lenin 
established the Soviet of Medical Collegia. The council was ruled 
out of its corporate existence on the now familiar ground that it 
was “counterrevolutionary.”11 The chairman of the Soviet of 
Medical Collegia, on the other hand, became a member of the 
Council of Peoples’ Commissars (Sounarkom), the highest gov- 
erning body, although he had only advisory power. 

The road was now clear for organizing an even more powerful 
and central medical body. The Soviet of Medical Collegia con- 
voked a conference of the medical-sanitary sections of the local 
soviets in Moscow in June of 1918. The conference, chaired by 
Dr. N. A. Semashko, who had been a revolutionary in tsarist 
times and an exile companion of Lenin, and by Z. P. Soloviev, 
resolved that qualified medical care must be made available to 
the general population and that it was imperative to establish 
a medical organization with “cabinet” rank, that is, a commis- 
sariat. Less than a month later, on July 11, 1918, a decree over 
Lenin’s signature formally created a Commissariat of Health 
(Narodnii kommissariat zdravookhranenia — literally, a Peo- 
ples’ Commissariat of Health Protection). This decree, which 
may be considered the basic charter of the Soviet medical sys- 
tem, emphasized that the commissariat’s primary task was the 
“unification of all medical and public health work in the Russian 
Soviet Federated Socialist Republic,” and that it was to take over 
the jurisdiction and the resources of the Soviet Medical Collegia 
(see Appendix B). Thus, within a half year of the Bolshevik Revo- 
lution, the Soviet regime set up its own central medical organiza- 
tion, completely subordinate to itself, headed by trusted mem- 
bers of the party, and cut off from all direct ties with prerevolu- 
tionary medical activities and with physicians who were hostile 
to the Soviet regime. In other words, the Health Commissariat 
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and its organs became another governmental arm of the Soviet 
regime, to implement and support, at all levels and within its 
competence, its programs, goals, and aspirations. Dr. N. A. 
Semashko became the first Health Commissar, this time with vot- 
ing power in the Council of Peoples’ Commissars, of which Lenin 
was chairman. Backed by the full authority of the regime, the 
Health Commissariat could impose its will and its directives 
upon a medical profession that had been stripped of all powers 
to resist. The medical profession was mobilized for state service, 
and private practice, in large part, disappeared. A compulsory 
registration of all technical personnel was instituted early in 
December 1918, while a specific work draft for medical per- 
sonnel was issued by the Health Commissariat on December 29 
of the same year.1? From that time on, most medical services 
have been under the direct control of the Health Commissariat 
(now Ministry), and most physicians have been state employees. 
In addition, as might well have been expected, during the early 
years strong emphasis was placed on public, preventive, and 
anti-epidemiological measures, rather than on individual and 
curative medicine. More important perhaps was the fact that 
party and governmental controls (direct and indirect) over all 
aspects of Soviet life pertaining to health were instituted. Efforts 
were also made to draw the population itself into the health 
programs, on the correct assumption that only popular coopera- 
tion would enable the commissariat to carry out its tasks success- 
fully. More basic, however, was the establishment of the funda- 
mentals of a system of “socialized medicine” on a national scale, 
under the direction and financing of the state. Although there 
have been retreats from extremes of socialization (and national- 
ization), the principles of that system and its basic philosophy 
have remained to this very day. 

During the years 1918-1921 the main concern of the Health 
Commissariat, as was mentioned earlier, was public health, par- 
ticularly the problem of epidemics, and not individual medical 
care. It is only with the inauguration of the New Economic 
Policy in 1921 that a more frontal attack was made in organizing 
a system of medical care that would serve individual rather 
than public needs. The NEP permitted the partial re-establish- 
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ment of capitalism and free enterprise, particularly at the local 
trade level, while heavy industry and other “commanding heights 
of the economy” remained firmly in control of the state. This 
policy gave the Soviet Union a breathing spell and an opportu- 
nity to recover from the wounds and the destruction of years 
of war, civil strife, intervention, famine, epidemics, and economic 
dislocation. Concessions were also made to the medical profes- 
sion. For instance, restrictions on private medical practice were 
lifted, and some physicians could choose between public or 
private practice.'* While the official policy dictated that eventu- 
ally private practice, just like private trade, was to disappear 
altogether }* as a remnant of the capitalistic system and ideology, 
it was felt that the general economic situation in the country was 
not yet ripe for such a move.!® 

At the same time, rising economic production, the increase in 
agricultural products available to the population and to industry, 
and the stabilization of the regime in general’® enabled the 
Health Commissariat to introduce further measures extending 
the scope of its work. In particular, experience with epidemics 
made it imperative, in the eyes of the regime, to create, parallel 
to medical organs, a network of public health organizations that 
would coordinate the entire sanitary and anti-epidemiological 
efforts of the country. Until then only palliative measures had 
been introduced as the emergencies were felt. One of the first 
important measures in this direction during the New Economic 
Policy was a decree creating, in 1922, a central public health 
organ of a preventive character. This decree created public 
health organs at the provincial and district levels, which were 
subordinate to central organs. Simultaneously, in the universities 
more emphasis was put on the teaching of preventive medicine 
and public health and on the training of physicians exclusively 
for this type of work.1? 

The 1922 measure was superseded by another in 1927, which 
created a more thorough organization encompassing almost 
every individual and organization in Soviet territory.'* The 
public. health and entire epidemiological structure embodied 
the philosophy of prevention that had been formulated earlier 
by the zemstvo physician, and it was geared to mesh both with 
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the work of the organs of health and with the economic develop- 
ment of the system.!® 

In the field of medical education there were several innova- 
tions. Medical education was thrown open to those classes of 
the population that had been largely barred from it in the pre- 
revolutionary days — the workers, the peasants, and the minori- 
ties. A deliberate effort was made to keep the children of the 
former “exploiting” classes from entering the medical faculties; 
not only did they have last choice, but they were made to pay 
tuition while the others received their education free and were 
provided with living stipends.*° Several teaching methods were 
experimented with and were finally discarded in the thirties (for 
example, the “brigade system,” which de-emphasized individual 
studying and marks so that while the group or brigade passed, 
some of its members knew almost nothing ). In addition, the medi- 
cal schools were divided into three general faculties or divisions, 
each training physicians in one of three general specialties. These 
divisions were general practice; mother-and-child, or pediatrics; 
and public health or sanitary. The medical faculties, just like all 
others, came to be dominated by party and young communist 
league organizations. These organizations in turn had both a 
beneficial and detrimental effect: beneficial in that they tried to 
improve the living conditions of the students and to help those 
who lagged in their studies; detrimental in that they used their 
power to interfere with the teaching process, bullied the teachers, 
and actually ran the faculties along the lines imposed by the 
party, at the expense, in many cases, of the teaching process. 

Medical services available to the population increased. For 
example, in the period 1913-1928 the number of physicians more 
than tripled, and hospital beds (somatic) increased from 93,200 
to 168,500 in the cities, while the number of rural hospital beds 
rose from 49,100 to 59,200.21 With the restoration of productive 
capacity and the improvement in the food supply and other liv- 
ing conditions, epidemics practically disappeared. Thus, in the 
Russian Republic the rate of typhus cases dropped from 294 per 
10,000 of the population in 1920 to 4 in 1927; the rate for re- 
lapsing fever went from 60 in 1920 to 7 in 1927.7? The period of 
the New Economic Policy was then a period of recovery and 
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reconstruction, of progress and rather significant advances in 
the dispensation of medical care to the population. It was also, 
in all probability, the period when health services came the 
closest to the ideas formulated earlier by the zemstvo physician.?# 

The end of NEP officially came in December of 1928 when 
the Fifteenth Party Congress decided to push the industrializa- 
tion of Russia independently of the rest of the world, to make 
the country economically and militarily self-sufficient, and to 
move on to “socialist construction.” 4 This momentous decision 
taken by the Bolshevik leadership was to change the face of 
Russia. It was to strain the Soviet social system to the utmost by 
imposing widespread deprivations upon the population and 
antagonizing large segments of people against the regime; it 
resulted in a social and economic upheaval that was far more 
profound than the 1917 Revolution. Since ideological and prac- 
tical considerations precluded large-scale borrowing of foreign 
capital from the capitalist countries of the West, the operation 
was financed primarily from domestic sources, through enforced 
savings at the expense of the population, particularly the peasan- 
try. The Soviet system entered a new phase, marked by a sharp 
decline in the standard of living and a gradual increase in social 
and economic differentiations, accompanied by the rise of ever 
stricter labor discipline and other repressive measures. The trade- 
unions, which had been strong and vigorous in the years of the 
NEP in protecting the rights of the workers, were emasculated 
and reduced to adjuncts of the regime in extracting the greatest 
amount of labor from the working population. The equalitarian 
trend of the 1920’s in wages and remunerations was reversed, 
and piece rates, the speed-up, and other similar incentive sys- 
tems were introduced in industry.2® The mandate of the health 
organs and of the physicians was correspondingly affected and 
modified by the new conditions. 

Parallel to the elimination of small traders and retail merchants, 
who had flourished during the New Economic Policy, there was 
a renewed drive to eliminate, or at least reduce, the private 
practice of physicians. In general, only the most successful phy- 
sicians, and particularly well-known specialists catering to the 
more affluent segments of the population, could charge fees high 
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enough to be able to pay the prohibitive taxes imposed by the 
regime on private practice. For young physicians starting on 
their careers this type of work was completely out of the ques- 
tion. According to reports made by two Western observers in 
1932, private practice accounted for only 10 per cent of the 
medical work in Soviet Russia, and one physician considered 
his case exceptional in that his earnings from his private practice 
equalled those from his public one.’ 

At the same time, the construction of new industrial centers 
and factories necessitated a parallel development in medical 
facilities and the expansion of already existing ones. In a resolu- 
tion adopted in December of 1929, the Central Committee of 
the Party pointed to several grave shortcomings in the health 
organs’ work. It was stated in particular that new industrial 
developments required a basic reorganization of medical facil- 
ities and that “the rate of development of health protection 
lagged significantly behind the growth of the whole economy 
of the country and the requirements of the working class.” 27 
In plain words, it was felt that the industrialization drive was 
being slowed down or hindered by the lack of progress in med- 
ical work. Several measures were adopted and enacted to im- 
prove the situation. In particular, new medical centers, dispen- 
saries, and health stations (zdravpunkti) were established in 
industrial centers and on the collective farms, bringing the 
services of the physician and other medical personnel to the 
shops and the fields. Particular attention was paid to the new 
industrial centers of the Donbas, Kuzbas, and the Urals.?8 

Control over the work of the physician was again tightened, 
and his decisions were often overruled in favor of production at 
the expense of the working population’s health and safety. En- 
trusted with the prevention and treatment of illness and acci- 
dents, the Soviet physician often saw his best efforts frustrated 
by political and economic organs, with disastrous results in 
morbidity and accident rates. And, as often as not, the physician 
was held responsible and accountable for these rates. 

Furthermore, the declining living standard also affected the 
physician, who found that one salary was not enough to make 
ends meet. As a result, the majority of physicians had to take at 
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least two positions; this meant extremely long hours of work, 
often coupled with the necessity of traveling between different 
medical institutions either by foot or public transportation, since 
no ordinary physician could afford a car. Moreover, the empha- 
sis both on the construction of factories and on heavy industry 
left relatively few resources for the construction of medical 
facilities, for the production of pharmaceuticals and medical 
equipment, and for attracting the most talented personnel into 
health work. The ever increasing percentage of women in that 
field was a constant reminder that men were needed for more 
important and exacting tasks. 

In medical education the one significant change was the sepa- 
ration of the medical faculties from the universities and their 
transformation into vocational medical institutes under the control 
of.the Health Commissariat.2® Thus ended, after less than two 
centuries, an association which has become the general rule in 
the West. The main reason for this separation was to remove 
medical training from university supervision and to place it at 
the disposal of the Health Commissariat. This in a sense in- 
creased the flexibility of the medical system, since the commis- 
sariat could have training and admissions tailored to its antici- 
pated needs as determined by local and general conditions. In 
the educational process itself, experiments (such as the brigade 
method) were gradually abandoned in favor of stricter super- 
vision of education, individual grades, and examinations. But the 
grip held by party and komsomol organizations was not appre- 
ciably lessened, and it continued to interfere with academic mat- 
ters and the selection of students. 

In the years that followed the NEP and preceded the out- 
break of World War II, the number of physicians doubled. 
Hospital beds rose from 158,500 to 491,500 in the cities and 
from 59,200 to 169,000 in the countryside. Beds in mental hos- 
pitals increased from 30,000 to 74,000 in the same period.*° 

The war interrupted the development of the medical system 
and set it back severely through the loss of qualified personnel, 
facilities, and equipment. Extreme shortages were experienced 
but were relieved somewhat by Lend-Lease supplies.44 From 
all reports, however, the system of medical care appears to have 
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been equal to the tasks it had to face. This may have been due 
to the organizational blueprint which had been drawn up during 
the years of peace, and which had already placed medical serv- 
ices on a semimilitary footing. The treatment of the wounded 
was put under the jurisdiction of both the Red Army Medical 
Department and the civilian Health Commissariat. The training 
of medical doctors was intensified. An accelerated medical train- 
ing program was introduced in 1941 but was abandoned almost 
immediately as inadequate. Five new medical institutes were 
created during the war years, located in the rear, far from Ger- 
man attacks. These replaced the institutes that had been de- 
stroyed or were located on enemy-occupied territory.*? The 
shortage of physicians to treat wounded soldiers resulted in an 
order which sent thousands of medical specialists ( obstetricians, 
gynecologists, pediatricians, anatomists ) to special courses where 
they were trained in military surgery.5? There appears to have 
been no serious outbreak of any epidemics of World War I pro- 
portions, none at least that were allowed to get out of hand and 
become a menace to the country at large. This may well be due 
to the presence of the public health and anti-epidemiological 
services of the Commissariat of Health, plus a sufficient supply 
of vaccines and serums to deal with any outbreak.** Typhus 
vaccine was employed when needed.** In addition, measures 
were reportedly taken to check the spread of tuberculosis among 
the undernourished population. 

The Soviet Union emerged from the war with its medical plant 
seriously impaired. The losses in medical buildings destroyed or 
partly destroyed alone is impressive. Almost 6,000 hospitals and 
dispensaries were completely destroyed, and 7,369 were partly 
destroyed. Of children’s medical institutions and creches 838 
were destroyed completely, and 1,211 were partly destroyed; 
472, scientific and medical research institutes were destroyed, 
and 758 were partly destroyed. Similarly impressive figures apply 
to the medical institutes.*¢ 

Yet in 1946 there were more physicians than in 1941: 144,000 
as against 130,000; and, organizationally speaking, the health 
services emerged practically unchanged from the ordeal of 
World War II. The majority of physicians are still trained, 
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placed, and remunerated by the state, and medical services are 
dispensed as a public, rather than a private, service. 

In the realm of medical education there was one major change. 
This was an increase in the length of medical studies. Apparently 
the medical authorities were dissatisfied with the level of train- 
ing obtained with the five-year course, in force hitherto. Ac- 
cording to a decree promulgated in December of 1944,37 the 
medical course was to be lengthened to six years, and the new 
curriculum was to be introduced gradually in all medical insti- 
tutes. The sixth and last year of the new course was to be de- 
voted primarily to the acquisition of a specialty. Apparently that 
arrangement was not completely satisfactory, because in 1955 
a new curriculum was proposed which would train physicians as 
general practitioners, leaving them the choice to specialize later.*® 

The first task that faced the Soviet health authorities at the 
end of hostilities was the restoration and reconstruction of its 
destroyed facilities and an increase in the ranks of medical 
personnel. They appear to have been more successful in that 
second task. The growth in medical ranks has been, in the post- 
war years, quite impressive. Roughly speaking, in the ten-year 
period 1945-1955, the medical contingent has more than doubled 
in size.?® 

In the postwar years there has been — at least to judge from 
Soviet publications — more open criticism of the system of med- 
ical care. Most of this criticism has appeared in the Medical 
Worker,*® but occasionally the general press has taken up the 
case of medical services and blamed the organs of health for 
failing to provide the population with adequate medical care, 
for the lack of drugs and medical instruments, and for excesses 
of bureaucratization at the expense of individual attention. The 
regime took the attitude that the health organs were provided 
with all the necessary funds, personnel, and facilities to carry 
out their assigned tasks; but that negligence, apathy, and in- 
difference at all levels of the bureaucratic organization resulted 
in poor medical care for the population. It is certainly true that 
the large centralized and bureaucratic organization of the Health 
Ministry (the Commissariat of Health, along with all other com- 
missariats, was renamed “Ministry” in 1946), with its overcom- 
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partmentalization of functions and its inability to personalize 
services, cannot dispense the type of care and attention that 
might be expected from a smaller, less extended, and more in- 
dividualistic system of medical care. Equally compelling as a 
reason is that medical care remains an area of lower priority 
than industrialization and militarization. At the same time, there 
does not seem to be any tendency toward the abandonment of 
the general principle of state-administered and financed medical 
care. The system has become as firmly rooted in Soviet society 
as, for example, public education in the United States. Indeed, 
the role of the Soviet physician, his liying conditions, his satis- 
faction and dissatisfaction, the importance given the kind of serv- 
ices he dispenses, and even the sex composition of the profession 
resemble to a striking degree those of the elementary and sec- 
ondary schoolteacher in the United States. By keeping this com- 
parison in mind, it will be easier to visualize the position of the 
medical profession in Soviet society and to compare it meaning- 
fully with its American counterpart. 








Chapter 4 


Medical Bureaucracy: 
The Ministry of Health 


To a Soviet observer, the American (or even the British)? 
medical system might seem (organizationally speaking, at least) 
chaotic, obsolete, and impractical. He would scoff at licensing 
practices differing in every state of the union; he would be puz- 
zled by medical schools and universities teaching and doing 
research as they saw fit; he would smile condescendingly at the 
effort of countless authorities at different administrative levels, 
sometimes working at cross-purpose with each other; he would 
be baffled by the numerous voluntary and charitable organiza- 
tions in the field of health; and he would be at a loss to under- 
stand the logic behind the financing of all these activities (in- 
cluding, of course, the education of physicians). Against this 
picture of anarchy and “disorganization” (bezporiadok), he 
might oppose the majestic design of a supreme and central 
authority in all matters medical and related, supported in its 
every activity from the national or other governmental budgets: 
the Ministry of Health of the Soviet Union, the highest head- 
quarters for all matters pertaining to health, its maintenance, 
and the prevention of illness. As the bedrock for the dispensation 
of “socialized” medical services, the ministry deserves considera- 
tion. Indeed, no analysis of the work of the medical profession 
in Soviet society can proceed without at least a brief inquiry 
into the origins, legal basis, nature, functions, and malfunctions 
of the Soviet medical bureaucracy. 

The main elements, as well as some of the historical, cultural, 
and ideological factors, that led to the establishment, in 1918, 
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of a Commissariat of Health have already been examined. The 
main functions of the Health Commissariat were spelled out at 
the Eighth Congress of the Russian Communist Party held in 
1919. As might have been expected, these centered around public 
health and preventive measures. 


As the base of its activities in the sphere of health protection [zdravo- 
okhranenie] . . . the Russian Communist Party proposes, first, the 
enactment of large scale medical and public health measures to pre- 
vent the spread of disease. . . . The RCP has set the following as its 
most pressing tasks: 

1. A determined effort to carry out far-reaching public health meas- 
ures for the benefit of workers, such as 

a. Sanitation of dwelling areas (protection of soil, water, and 
air), 

b. The establishment of communal feeding on scientific-hygienic 
principles, 

c. The organization of measures to prevent the spread of con- 
tagious diseases, 

d. The creation of a sanitary code. 

2. The struggle against social diseases (tuberculosis, venereal dis- 
eases, alcoholism). 

3. Guaranteeing to all free and qualified medical and pharmaceu- 
tical assistance.” 


These general principles were followed, in 1921, by a list of more 
specific targets: 


1. The protection of motherhood and infancy; the protection of the 
physical development of growing youth. 

2. The drawing up of sanitary regulations for cities and villages and 
the organization of sanitary inspection. 

3. Campaigns against social and infectious diseases. 

4, The protection of the health of the Red Army and Navy. 

5. The provision of expert legal and medical advice, as well as treat- 
ment for wounded ex-soldiers and those incapacitated for labor. 

6. The preparation and publication of statistical data relating to 
national health conditions. 

7. The establishment and maintenance of research institutes deal- 
ing with all scientific and practical questions in the sphere of health. 

8. The organization of medical instruction in co-operation with the 
Commissariat of Education. 

9. The drawing up of regulations for education in hygiene. 

10. The supervision of all curative institutions as well as those deal- 
ing with public sanitation; the responsibility for the equipment, instru- 
ments, and other property of these institutions. 
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11. The widespread publication to institutions and to private citi- 
zens of new and valuable discoveries in the sphere of health conserva- 
tion. 

12. The responsibility for the carrying out of all laws and ordinances 
pertaining to health. 

13. The responsibility for the activity of all medical departments.? 


Conditions in the early years of the regime, it is true, made 
the realization of this program difficult, and in most cases im- 
possible. And yet, once the emergency was over and life had 
returned to some degree of normality, there was a deliberate 
effort to implement the program. Although the 1923 Constitution 
made a reference to the Commissariat of Health,* it remained 
for the 1936 Constitution to spell out, in a formal manner, the 
guarantee of free medical care to the population. This was em- 
bodied in Article 120: 


Citizens of the USSR have the right to maintenance in old age and 
also in case of sickness and disability. This right is ensured by the ex- 
tensive development of social insurance of factory and office workers at 
state expense, free medical service for the working people, and the 
provision of a wide network of health resorts for the use of the working 
people.5 


Thus, according to the law, every working Soviet citizen is to 
be provided with medical care at no direct cost to him, in the 
form of a public service dispensed by the state and financed 
from the state budget. In this respect, the system differs from 
medical care on a fee-for-service basis and from an insurance 
or prepayment plan like our own blue cross and blue shield, in 
which medical care is provided only to those who have made 
a specific contribution to this purpose. It is interesting to note 
that, from many conversations I held with Soviet citizens during 
my stay in the USSR in 1956, the impression emerged that prac- 
tically everyone believed that the government was “giving” him 
free medical care. No one seemed to realize, until I pointed it 
out, that he was actually paying for his medical care in the form 
of hidden taxes which did not show on his pay-envelope, or in 
the form of high prices for food and clothing. 

In its legal basis and general form, except for its centralization, 
the dispensation of medical services approximates that of educa- 
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tion at the primary and secondary levels in the United States. 
In the same way as an American family can choose to send its 
children to either private or public school, a Soviet citizen may 
either avail himself of the services of socialized medicine, or, if 
he wants to pay the price, consult a physician privately. There 
do not seem to be, however, private medical facilities, such as 
clinics or hospitals, any longer. The nearest equivalent to such 
facilities exists in the form of so-called “closed polyclinics” 
(zakritie polikliniki), access to which is reserved to certain mem- 
bers of the population. Medical care in these clinics is dispensed 
without charge at the expense of the state. The great majority 
of the population, however, receives care in the general network 
of medical installations maintained or closely supervised by the 
ministry, to which they are assigned on a territorial or occupa- 
tional basis. 

It is difficult to imagine any aspect pertaining to the mainte- 
nance of health and care of patients that is not, in one way or 
another, under the jurisdiction of the ministry. This is true 
whether it is the education of future physicians, the allocation 
of medical forces all over the Soviet Union, the organization of 
medical services, or the publication of health pamphlets.® The 
Health Ministry may thus be likened to a large-scale medical 
army; it employs upward of two million individuals in all areas 
of health services, or about one person in every hundred of the 
population. Basically the ministry is a service rather than a pro- 
duction ministry, although it produces some of the instrumental- 
ities it needs to carry on its work. As a predominantly service 
ministry it receives a yearly allocation from the national and 
local budgets and must provide, within those budgets, medical 
and allied services as required by its mandate. It is not, there- 
fore, subject to the typical pressures brought to bear upon Soviet 
productive ministries, such as fulfilling and overfulfilling pro- 
duction targets, producing spare parts, reducing unit costs, and 
showing a profit. Yet the Health Ministry is subject to other types 
of pressures, which derive directly from the human aspect of 
production — such as, for example, reducing the over-all impact 
of illness on industrial workers. Thus, in many respects, the min- 
istry is just as involved in the plans and the aspirations of the 
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regime as is the Ministry of Heavy Production or the Ministry 
of the Food Industry. 

Organizationally the ministry is, of course, a bureaucratic 
pyramid with a series of administrative levels corresponding to 
the territorial-administrative divisions of the Soviet Union. The 
Ministry of Health for the USSR, which has its headquarters in 
Moscow, is the supreme health authority in the Soviet Union. 
It directs health activities through the Republican Health Min- 
istries of the fifteen constituent republics. These ministries, in 
turn, administer directly subordinate health authorities — min- 
istries of the autonomous republics and health departments of 
the regions (or provinces), areas, districts (rural and urban), 
small cities, localities, and villages. All these units, one sub- 
ordinate to the other, are primarily staff or administrative or- 
ganizations: they do not engage in the actual dispensation of 
medical services. Essentially, they serve as transmission belts for 
orders, directives, and policies emanating from the top rungs 
of the ladder, and they serve simultaneously as relay stations 
for the upward transmission of reports, questions, and requests. 
These may reach all the way to the Health Ministry of the USSR, 
the final court of appeal and decision-making body. 

Each rung in this organization typically consists of an execu- 
tive or manager (minister or departmental aid), his deputies, 
and his staff. His staff members either assist him directly in the 
performance of his functions, or indirectly through serving as 
executives in the several departments which constitute the or- 
ganization at that specific level. A Health Minister, for example, 
has a manager for his Chief Administration of Health Resorts 
and Sanatoria. This manager will discharge his responsibilities 
by administering the system of health resorts and sanatoria in 
the area which that specific ministry serves, usually through 
corresponding administrative units subordinate to his. As one 
goes down the line, the number of units, of course, increases, 
but their administrative structures become smaller and more sim- 
plified. An idea of the complexity and the number of depart- 
ments the Minister of Health has under him may be gathered 
from Chart 1. 

In the fall of 1954, in line with administrative changes 
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throughout the entire Soviet bureaucracy, the Health Ministry 
streamlined its administrative apparatus to expedite work, cut 
red tape, and release personnel for work in the newly opened 
areas (virgin lands) of the east.? Some of the Chief Administra- 
tions, for example, became Administrations. This is quite in keep- 
ing with the constant shuffling and reshuffling and with the pro- 
liferation of administrative offices and their consolidation that 
periodically take place within the Soviet bureaucracy. 

So far we have examined only the administrative or staff or- 
ganizations. The end product of their efforts is, of course, the 
actual dispensation of medical services by medical personnel in 
medical installations. The basic territorial unit of medical serv- 
ices is the medical district (uchastok), “district” being used 
here as a medical-territorial term, bearing no relation to the 
administrative unit (raion) which is also translated as district. 
Each city or urban area is divided into medical districts of ap- 
proximately 4,000 to 5,000° inhabitants. The medical district 
has a health center or dispensary. This is the first link in the 
individual's socialized health services and constitutes a port of 
entry, so to speak, into medical care. A patient can either come 
to the dispensary, if he is able to walk, or he can send word 
requesting a physician to come to his house. The patient's files 
are maintained at the dispensary and, in theory, accompany 
him when he moves to a different district. It is from the dis- 
pensary that patients may be directed, by the general practition- 
ers, to specialists and medical installations. Hospitals and other 
stationary medical facilities are usually attached not to the dis- 
trict medical center but to the health department of the city 
(which embraces several medical districts ). Patients who require 
hospitalization are directed to these hospitals by doctors at the 
district dispensaries. In addition, more specialized and better 
hospitals are found in regional centers, and patients may further 
be directed to them if they cannot receive the necessary care 
through local medical installations. The most specialized med- 
ical institutions are found in the capitals of the republics and 
in such great cities as Moscow and Leningrad, and are often 
attached to scientific and research institutes. 


—— 
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Local district dispensaries may also maintain health stations 
or substations, usually staffed either by a physician, a feldsher, 
or a nurse. These stations, which are relatively small, serve to 
bring first-aid medical care to the population. Patients who 
cannot be adequately treated there are sent to the parent dis- 
pensary or higher up the line. 

Not all the population of the cities, however, is assigned to 
district medical centers. Industrial and other enterprises that 
employ more than a certain minimum of workers ® are required 
to maintain medical facilities of their own. The larger the enter- 
prise, the more elaborate its medical installations. A plant may, 
thus, maintain, besides a dispensary, a polyclinic, hospital, and 
sometimes sanatoria and rest homes.!° In addition, it may also 
maintain first-aid stations at strategically located emplacements 
of the plant, and may assign some of the physicians (or feldshers 
and even nurses) to work in the most important shops or de- 
partments. Thus, the shop physician (or sometimes the shop 
feldsher) is brought down to the smallest unit of production and 
is able to establish direct and personal contact with the workers. 
In addition, the shop physician is expected to watch for labor 
safety and for the establishment and maintenance of healthy 
working conditions. He must recommend measures to manage- 
ment (either directly or through the trade-union organization ) 
to improve safety and health conditions. 

In the countryside, the system is not so complete nor so elab- 
orate. The rural areas are also divided into medical districts, but 
hospitals are usually found only in the population or rural 
centers, and most often they are understaffed and underequipped. 
The district hospital supervises a series of health stations, ma- 
ternity homes, and créches located throughout its territory. Many 
of these installations do not have physicians, but are staffed by 
junior medical personnel —feldshers for the health stations, 
nurses and midwives for the others. Indeed, rural medical care 
is still one of the relatively weak links in the Soviet medical 
system and one which the regime has been unsuccessful in 
developing satisfactorily over the years. With the deepening of 
the agricultural crisis in the postwar years, more efforts have 
been made to raise the level of agricultural medical care to that 
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of the cities. The regime's inability to pry physicians loose from 
the cities is a serious obstacle to this program. 

In the Ministry of Health the regime has a direct line of con- 
trol over the health and the medical services made available to 
the population. The manner in which this control is operated 
is illustrated by Chart 2. Stated in its simplest terms, the party 
controls the government, and the government controls the Health 
Ministry. Each administrative rung of the ministry is thus not 
only under the supervision of the health unit next higher up, 
but also of the corresponding and parallel political and govern- 
mental units. Understandably enough, the arrangement is such 
that each health unit is subject to pressures that sometimes are 
working at cross-purposes with each other. The ministry, for 
example, may have its own conception of what its tasks are, 
whereas the corresponding governmental organ may hold a 
somewhat different view of what the ministry ought to do. 
Ideally, of course, such conflicts should not exist. The Health 
Minister, for instance, reports directly to, and receives directives 
from, the Council of Ministers of the USSR (of which he is a 
member by virtue of rank) and presumably from the Central 
Committee of the Communist Party, since decisions of national 
importance are always made (and issued) jointly. The same 
working relationship is repeated all the way down the line. For 
example, the Regional (Oblast) Soviet Executive Committee 
has a health section, or standing commission, to deal directly 
with the corresponding unit of the Health Ministry (the regional 
health department). There are, in addition, other parallel struc- 
tures of control, supervision, and interference. Most important 
among these are the trade-union organizations, which embrace 
practically the entire salaried population and whose main areas 
of concern are the living and working conditions of the popula- 
tion. At the same time, since the trade-unions are responsible 
for the payment of wages to workers who are temporarily dis- 
abled, they constantly watch the physician's work to make sure 
that he acts “responsibly” in delivering sickness certificates. 
These are enough indications that the work of the Ministry of 
Health (and by the same token that of every physician) pro- 
ceeds under constant scrutiny of the regime and is very much 


CHART 2 
STRUCTURE OF THE HEALTH MINISTRY AND SUPERVISING ORGANS 


(All levels) 


——————> Party and State directives 


So > Medical directives 

Territorial- 

administrative ray State organs Health organs 
levels hi Sioa 


Soviet Union 
(USSR) 


Union Republic 


Autonomous 
Republic 


Region, 
Territory, 
Autonomous 

Region, 
Area 


Rural District 
Large City 
District 


Small City 
Rural Locality 
Village 

Hamlet 


City Sector, 

Rural Sector, 

Factory, 

Primary 
Production 
Unit 











USSR 


Ministry of Health 
Pimgien ok 
/| E\\ Cet 


a 
ZILIA 


Dept. of 
Health 


Ly Council of Ministers : 
Committee eT TT 
ay Administration 


5 DaEe) Council of Ministers 
Central 

Committee Health 

Feil Administration 


xecutive 
ommittee Department 
of Health 


3 
3. 


tee! 
: 
| 
il 
® 


| 


Executive 
Committee 


x Executive 
Committee 
Secretary, es Factory, 
Bureau | 


[ 


* 


Committee 


i 
; 


| 


Collective Farm 
Primary 
Party 


Medical Point Dispensary 


Organization 





The Ministry of Health 37 


in the “public eye.” And, as will be seen later, there are many 
other ways whereby dissatisfied patients (or their relatives) can 
complain and otherwise bring pressures to bear upon medical 
personnel who, as “public servants,” did not behave in a “satis- 
factory’ manner. 

But a more important consideration at this time is the fact 
that the Health Ministry is a bureaucratic organization whose 
task is to translate the general policies of the regime into health 
policies. As such, it shares with bureaucracies in general certain 
characteristics which must be briefly sketched here, in order to 
set the following discussion in its proper perspective. 

Stripped of negative connotations and taken in a sociological 
rather than a polemical sense, a bureaucracy may be described 
as a “rational” organization of individuals brought together for 
the performance of a function or series of functions which could 
not be done by one individual. It is characterized, as Max Weber 
has pointed out,!’ by a strict definition of functions on the part 
of the members of the bureaucracy, the payment of officials in 
monetary terms, and the existence of bureaus or offices and writ- 
ten files (the organization’s memory ). 

Such an organization, typically, assumes the familiar form of 
a pyramid (its height relative to its base varies from bureaucracy 
to bureaucracy ), with distinct levels or layers of authority and 
jurisdiction (the number of levels again depends on the nature 
of the organization). Members of the bureaucracy are employees 
hired for the performance of specific functions. Employment is 
based on the ability to perform required tasks and, in the ideal 
case, on no other criteria (in reality there are always a series of 
considerations that interfere with this definition, such as nepo- 
tism, social prestige, and pull). 

The bureaucratic employee is remunerated by the organiza- 
tion in the form of a salary, wage, or some other type of com- 
pensation. When his only source of income is his salary (a 
situation which is nowadays the rule rather than the exception), 
he is at the mercy of the organization and particularly of his 
immediate superior, who can use the salary as a point of dis- 
ciplinary leverage against an employee whose behavior dis- 
pleases him or who jeopardizes organizational goals. Indeed, 
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every organization develops its system of “repressive measures,” 
which vary with the importance of its functions, the exigencies 
of the situation, and the “rights” which its employees (singly 
or collectively) have appropriated for themselves (such as 
tenure, for example). 

A bureaucratic organization, therefore, is a structure of au- 
thority governed by rules and regulations enforced by “officers,” 
in which members must behave not according to their own 
wishes or inclinations but in a manner that will be consistent 
with organizational purposes. This raises the question, central 
in this work, of the relationship between the professional and 
the organization that employs and remunerates him. 

It is a generally accepted notion that with the rise of large 
industrial complexes the individual craftsman bids fair to be 
replaced by the salaried worker, who performs only a small 
segment of the productive process and who becomes but the 
human cog in the industrial process. One occupational group 
however, the professions, has escaped, in the West at least, some 
of the implications of the trend toward organization and bureau- 
cratization. This is true, naturally, of the so-called “liberal” or 
“free” professions where the practitioner, who has fulfilled cer- 
tain educational and licensing requirements, works by himself 
and for himself without reporting to a hierarchical superior. It 
is also partly true of salaried professionals who work in bureau- 
cratic organizations and who form an ever greater proportion 
of individuals engaged in professional pursuits; *? in their case 
the “settlements of the terms of exchange,” to use Talcott Parsons’ 
expression, is not a direct relationship between professional and 
client, but a triangular transaction between client and organiza- 
tion, on the one hand, and organization and professional on the 
other. Thus, to take a familiar example, the teacher in a univer- 
sity is not (or should not be) at the mercy of the university 
administration in the same sense as a janitor. Both are employees 
in that they receive a remuneration. Both perform a service, and 
yet the conditions under which they perform these services are 
vastly different. The janitor takes orders from his immediate 
superior and is expected to carry them out; the teacher, on the 
other hand, has a measure of independence. The decision to 
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invite a man to join the faculty, the determination of his pro- 
fessional activities (which course to teach, for example) is a 
faculty decision primarily, reached by other teachers as a regu- 
larly constituted, self-perpetuating, and particularly self-govern- 
ing, corporate body. He is thus “trusted” to do his job and rela- 
tively protected from administrative fiats, although he does de- 
pend on the university administration for his salary, his office, 
classrooms, scheduling, and so on. 

The same type of considerations also apply to those mem- 
bers of the medical profession who work in the context of a 
medical organization, particularly a hospital. The physician, 
whether he is a resident or has staff privileges, or is even on full- 
time employ, is not a hospital employee in the same sense as a 
nurse, a receptionist, or an orderly. He belongs to the staff, is 
selected by the staff, and disciplined by the staff, that is, by 
other physicians (his professional colleagues). The hospital ad- 
ministration, on the other hand, concerns itself primarily with 
housekeeping and maintenance, with providing the ancillary 
personnel and the needed facilities for the staff to perform its 
functions. The physician does not “take orders” from the board 
of trustees, the superintendent or the executive director. And 
yet the temptation on the part of the hospital administration 
to dictate to professionals cannot ever be completely avoided, 
because the hospital physician depends on the hospital adminis- 
tration for facilities, financial support, nurses, etc. Such a situa- 
tion is, almost by definition, an unstable one because it em- 
bodies two sources of power; and the difficulty in establishing 
and maintaining strict and durable lines of administrative and 
professional jurisdiction explains the frequently observed ac- 
rimony and lack of understanding between administrative and 
professional personnel.?® 

While such conflicts exist in the Soviet medical world, the 
situation, nevertheless, is not as “unstructured” or as unstable 
as in the West because the professional physician is, in most 
instances, an employee of the Health Ministry, and as an em- 
ployee he is expected to subordinate himself to the directives 
that are handed down to him from his hierarchical superiors. 
He does not have the status of an independent professional, a 
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member of an autonomous self-perpetuating and self-disciplined, 
corporate group, and, of course, he cannot count on support 
from such a group should he come into conflict with the medical 
bureaucracy. This permits the physician’s employer (the medical 
bureaucracy) to implement its organizational goals even though 
such implementation may run contrary to or directly conflict 
with basic professional values (particularly the humanitarian 
elements) embodied in medical work and acquired through 
training in medical school and through actual practice. Certain 
policies of the regime might require the use or the abuse of 
human beings in a manner prejudicial to their health, their 
limbs, indeed their very lives. Should, for example, a category 
of workers be transferred to lighter work because of certain 
partial disabilities, or should they be kept at their present work 
until they cannot go any more? The doctor may have one idea 
on this, the regime (and particularly industrial organs) may 
have another. In other words, the very process of reaching med- 
ical (or any other professional) decisions that have “political,” 
“economic,” or “social” consequences must not be left to the 
professional’s discretion. The process must be so arranged as to 
allow the minimum amount of latitude and presumably of indi- 
vidual judgment on the doctor’s part and the maximum amount 
of control on the bureaucracy’s. Furthermore, the doctors work 
must be assessed and reviewed, in its every phase, in easily 
reckoned units and universally accepted terms, accessible and 
meaningful to physician and bureaucrat alike. This means a 
proliferation of such standard bureaucratic items as rules, norms, 
standards, plans, and directives. Thus the reduction of the 
“built-in” conflict between professional and organization has 
been accomplished at the expense of the professional and in 
favor of the administrator. 

One of the major implications is that, in the nature of the 
case, the professional’s work must be under the constant scrutiny 
of persons and organizations that may have but little compre- 
hension or sympathy for the intricacies, subtleties, uncertainties, 
and unknowns that surround professional (and _ particularly 
medical) work. Interested as they are in results, not in explana- 
tions or back talk, administrators are apt to deal with profes- 
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sionals in the same peremptory way they deal with everyone 
else who is subordinate to them, to issue directives, to believe 
in discipline, and to punish when results are not forthcoming. 
Stated more simply, the doctor may be told, “Illness interferes 
with the production of engines. These engines are of great im- 
portance to our production program. You must see to it that 
more workers are available on the assembly line.” This kind of 
approach, abetted of course by the existence of a totalitarian 
regime for more than a generation, tends to foster a magic 
belief in the overriding power of orders and directives. Orders 
and ministerial decrees, sometimes issued in ignorance of local 
conditions, often place health officials in a difficult position, 
since the prerequisites for compliance may be lacking. This 
leads to “formal” obedience, or formalism, a cardinal sin of Soviet 
bureaucracy and one often reported in the medical press. Dis- 
trusting its regular channels of communications, the medical 
bureaucracy may employ inspectors or roving commissions that 
are to report on local conditions. But even an inspector, if prop- 
erly motivated and “entertained,” may “look the other way” 
when the need arises. 

And yet, against these drawbacks which are characteristic 
malfunctions of bureaucratic orders, there are the obvious ad- 
vantages of a centralized organization, of coordinated action, 
of standardized measures, of the ability to move swiftly wher- 
ever and whenever the need arises, of a strict division of func- 
tions, and a supply of funds independent of private fees or 
voluntary contributions. There are the advantages a Soviet citi- 
zen would have in mind when looking at medical organization 
in the West. 

Of equal or even greater significance (to the regime, at least) 
is the fact that the bureaucratic management of medical services 
and the employee status of all medical personnel permits it to 
control and manipulate the dispensation of medical and allied 
services in about the same manner it controls, let’s say, the pro- 
duction of tractors or the construction of industrial plants. From 
the viewpoint of the physician this means, as noted earlier, that 
the doctor-patient relationship has expanded to the tricornered 
relationship of physician, patient, and the state. And by the same 
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token, the physician is responsible both to the patient and, even 
more, to the state. Concretely, the state is represented by that 
specific unit or organization of the medical bureaucracy that 
employs him, disciplines him, and remunerates him. He must 
work with one medical eye trained on the patient and another 
administrative eye focused on the medical administrator to 
whom he is responsible. That administrator, of course, works 
under the close scrutiny of his hierarchical superiors. The degree 
to which administrative pressures will be felt by the physician 
may depend on the specific conditions in which doctor and 
patient find themselves, as well as the state of Soviet society at 
that moment. It stands to reason that in times of crises, such as 
the early phases of industrialization or during the war, there 
will be more administrative demands put upon the physician and 
authorities than during more quiescent periods, such as the New 
Economic Policy or the period that followed Stalin’s death. But 
so long as Soviet society remains a mobilized society, the bureau- 
cratic apparatus of controls in medicine will remain in force and 
will permit the regime to make demands upon the medical pro- 
fession that would be rejected by physicians in a nontotalitarian 
system.1# 
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The Medical Profession: 
From Corporation to Employee Group 


In midsummer of 1953, the Soviet lay and medical press an- 
nounced that there were almost 300,000 physicians in the Soviet 
Union; ? in 1955, the number had risen to 333,776.? These figures 
(which exclude military doctors) must be scaled down by about 
10 per cent to account for dentists who hold medical degrees. 
This would give a total civilian medical contingent of about 
300,000 for 1955. (The exact figures, given in another set of 
data, is 299,000 medical doctors on July 1, 1955).3 The most 
recent data, valid for early 1956, puts the number of doctors 
(exclusive of dentists and exclusive of military physicians) at 
310,175,* or 16 doctors per 10,000 of the population. These fig- 
ures represent a fifteenfold increase in the size of the medical 
contingent since the Bolsheviks seized power in 1917. (See 
Appendices D and E.) 

This expansion was accompanied by far-reaching changes in 
the composition, nature, and structure of the medical profession 
as a social group. In essence, the social history of the Soviet 
medical profession from the time of the Bolshevik Revolution 
to the present is the history of the transformation of a self- 
conscious, independent, vocal, politically oriented, and militant 
corporate entity to that of a docile and politically inert employee 
group. To encompass this metamorphosis, it will be necessary to 
go back, once again, to the prerevolutionary days and to briefly 
outline the nature of the medical profession at the time the 
Soviet regime seized power from tsarism and from the ill-fated 
and short-lived Provisional Government; and it will be necessary 
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to outline the kind of ideological, political, and particularly 
practical problems that the existence of the medical profession 
(and of course other professional groups) posed for the Bol- 
sheviks. 


The Medical Profession under Tsardom 


Mention was made, at an earlier point, of the social and 
political roles played by the medical profession in the years 
that preceded the Bolshevik Revolution. Physicians were able 
to play this role for two main reasons: they were, in professional 
matters, free agents; but more than that, they had banded into 
a medical “corporation” held together by strong — though not 
always formal — associational ties and by a sense of dedication 
and devotion peculiar to a missionary group. Indeed, it appears 
that for a great many prerevolutionary doctors medicine was 
more a calling, let’s say a social duty than merely a means to 
a livelihood. 

It was almost inevitable, in the light of the humanitarian 
nature of medical work and the general ethos of the pre-revolu- 
tionary intelligentsia, that physicians, appalled by the poverty 
and the misery that surrounded them everywhere — in the cities 
and in the countryside — would acquire definite political views 
and become part of the revolutionary ferment of the times. Their 
political activities were mediated in large part through their 
professional-medical associations. 

In general, professional and other occupational groups through- 
out the world have tended to form associations of two analyt- 
ically distinct types. The first is the association which centers 
around the strictly technical aspects of the occupation. Its main 
purpose, then, is the establishment of communication between 
those occupied in the same pursuit, the dissemination of knowl- 
edge, the exchange of information, and the promotion of re- 
search, investigation, and experimentation. Typical of these 
associations were the various scientific societies that arose in 
England and in continental Europe in the eighteenth and nine- 
teenth centuries, as well as the professional societies and acad- 
emies of today. The other type of association, which may or 
may not be a by-product or an extension of the first type, is 
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concerned with the position, the status, and the power of the 
occupational or professional body (or their individual members) 
as a social group or corporation vis-a-vis other social groups and 
the society itself. Such associations are always to some degree 
political, in that they deal with a balance of power in the so- 
ciety and do not restrict themselves purely to technical matters. 
The power to organize into formal associations may give such 
associations the ability to withhold their members’ services, 
which, in case they are critical, can affect the entire society 
within a short period of time. Thus, in one respect, the power 
to organize is one that is always qualified by society and usually 
strictly regulated as a matter of public policy.’ There are, of 
course, many types of such associations, in the professional as 
well as the nonprofessional fields, ranging from labor unions on 
the one hand to the American Medical Association® or the 
British Medical Association on the other. They have many func- 
tions besides strictly political ones. For example, they set stand- 
ards of licensure and education and codes of ethics for the pro- 
fessional behavior of their members, and they arrange for the 
adjudication of disputes between members on areas of profes- 
sional behavior of a noncriminal nature.’ Their primary func- 
tion, however, is to permit concerted, organized, or “corporate” 
action on the part of their members. 

In prerevolutionary Russia there were organizations or asso- 
ciations of both types. But for the purpose of this discussion, 
associations of the “technical” type are of secondary importance 
-except insofar as they did provide the springboard for asso- 
ciations of the “political” type). Among the latter, one merits 
special attention. This was the Society of Russian Physicians, 
named after Nikolai Ivanovich Pirogov, founded in 1877,° and 
erganized on a national scale with local branches throughout 
the Russian territory. One of the main functions of the Piro- 
zovists, as these physicians were called, was to campaign for 
medical, social, and political reforms. At regular intervals, the 
Pirogovists held congresses at which their work was reviewed, 
papers read and discussed, and reforms proposed.® The Piro- 
govists did not, however, limit their debates to strictly medical 
subjects, but often entered the political field and did not hesitate 
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to attack the tsarist government strongly and to call for far- 
reaching changes. In spite of governmental interference and re- 
strictions, which incidentally affected not only medicine but all 
areas of intellectual work, the physicians and particularly the 
Pirogovists (membership was considered a badge of honor) 
constituted a formidable social and political force and a distinct 
focus of opposition to the tsarist regime among the members of 
the medical profession. This association epitomized the medical 
corporation, served as its mouthpiece, and symbolized the pro- 
fession as an active social force. 


The Medical Profession and the February Revolution 


In the period of democratic ferment that followed the 1917 
February Revolution great impetus was given to the establish- 
ment of democratic and liberal institutions, and the medical pro- 
fession seriously set to work to reform and improve the medical 
system along the lines elaborated in the half-century preceding 
the revolution. The physicians created the Central Medical- 
Sanitary Council, which was the embodiment of this movement 
and a clear indication that they felt that medical care, and par- 
ticularly public health, would have to be centrally directed, 
financed by the government, yet supervised and controlled by 
the medical profession in its capacity as a corporate group. Thus, 
if anything, the February Revolution strengthened the power 
of the medical corporation by giving it almost a free hand, a 
carte blanche, in setting up and devising measures in this area. 
Needless to say, the Pirogovists played a central and leading 
role during that time and would have continued to do so had 
not the Bolshevik Revolution occurred. 

Another significant development took place during the same 
period. One of the aims of the labor movement during the pre- 
revolutionary period, particularly after the beginning of the 
twentieth century, was unionization. After the abortive 1905 
Revolution the union movement suffered a setback, but it again 
gathered momentum after the 1917 February Revolution. Now 
physicians themselves began to organize unions to defend their 
interests and to present their own views,!° as did other occupa- 
tional groups. The movement started in Petrograd, where physi- 
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cians organized unions according to their specialties and, par- 
ticularly according to their place of employment (hospital, 
city, army, navy, railroad, and factory).!1 These groups amal- 
gamated into the Soviet of the Petrograd Union of Physicians 
in May of 1917, in order actively to coordinate and integrate 
their efforts. From Petrograd the movement rapidly spread to 
other cities, culminating later in the creation of a central organi- 
zation, the Pan-Russian Soviet of Professional Associations of 
Physicians. Thus, while the Medical-Sanitary Council was more 
of an official body working in close cooperation and liaison with 
the organs of power, the Pan-Russian Soviet represented the 
organized (and unionized) medical profession and attempted 
to define its place, role, and duties in the new power structure. 
At the same time, neither the Medical-Sanitary Council, nor the 
members of the Pirogov Society, nor the members of the Pan- 
Russian Soviet looked favorably upon the Bolshevik bid for 
power. As members of the “bourgeois-liberal” middle classes, 
physicians generally supported the Provisional Government and 
opposed the Bolsheviks. The Bolsheviks, in turn, did not long 
tolerate the existence of that form of the medical profession 
once they had seized power. 


The Bolsheviks and the Medical Profession 


The dilemma posed to the Bolsheviks by the presence of a 
hostile medical profession was typical of the problem that faced 
them in their dealings with tsarist specialists in general. The 
Bolsheviks needed the services, knowledge, and organizational 
abilities of the professional men to keep the state apparatus and 
the economy going. Yet they realized that these specialists, whom 
they themselves designated as “enemies of the people” and mem- 
bers of the former exploiting classes, were not very favorably 
inclined toward the new regime and could, in effect, sabotage 
the plans and the very political life of the new state. A formula 
had to be found whereby professional services would be made 
available without allowing former tsarist specialists to retain 
enough power to constitute a threat and without doing too great 
offense to ideological tenets. 

In practice this meant a twin policy of incentive and coercion. 
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The services of the specialists could be bought, and under the 
circumstances the regime was willing to pay the price. Lenin 
himself candidly acknowledged that “we have had to resort to 
the old bourgeois method and to agree to pay a very high price 
for the ‘services’ of the old specialists . . . such a measure is 
a compromise . . . a step backward on the part of our Socialist 
Soviet state power, which from the very outset proclaimed and 
pursued the policy of reducing high salaries to the level of the 
wages of the average worker.” !? In a parallel case, Trotsky, when 
faced with a dearth of qualified army officers for the Red Army, 
had not hesitated to employ former tsarist generals, justifying 
this policy in the following terms: “In order to train the Red 
Army we are employing . . . some of the better qualified and 
more honest of the old generals. I hear these questions: “What? 
. .. Is not this a dangerous step?’ There is danger in every- 
thing .. . If these generals serve us honestly, we shall give 
them our full support; if they attempt counter-revolution, we 
shall find a way of dealing with them. They know that we have 
eyes everywhere. . .” 13 

If incentive did not work, there was always coercion. Since 
the regime had the state power at its disposal, it could tax, it 
could confiscate property, and it could grant or withhold food 
rations and living quarters from those who did not prove amen- 
able, thus placing them under “workers’ control.” 

In addition to measures of coercion applied to specific indi- 
viduals, the regime could not fail to move against the organized 
professions, against the “corporations” which controlled the 
actions of their members independently of the wishes of the 
new state. As Alex Inkeles has pointed out, “A totalitarian society 
does not merely subordinate the individual to the ‘state,’ it also 
subordinates human associations, the organizations and institu- 
tions which man creates to meet his social needs.” 14 This meant 
that the medical profession as an autonomous social corporation 
had to be subordinated to the regime or had to be neutralized 
as an active social force. No doubt the regime would have pre- 
ferred to seize control over the profession by subordinating its 
associations to itself, but is was unable to do that in the light 
of the profession's hostility not only to political interference but 
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also to the social policies of the new regime. In the historical 
survey it was seen how the Medical-Sanitary Council, a creation 
of the Provisional Government, was simply ruled out of existence 
(because it was “counterrevolutionary”) and replaced by a body 
which later became the Health Commissariat. 

The next step was the neutralization of the Pirogov Society, 
whose typically “bourgeois-liberal” views could hardly be re- 
garded as favorable to the Bolsheviks. In particular, the Piro- 
govists protested against the infusion of politics into medicine, 
the inclusion of patently unqualified and politically selected in- 
dividuals into the highest medical bodies, and the transferring 
— in many cases — of local medical affairs to orderlies and nurses 
who were trusted on the strength of their social origins though 
they might know nothing about the organization of medical 
care.!® 

In addition, the Pirogovists denied the “class” character of 
medicine and refused to subscribe to the theory that medical 
services were to be put under the control of the central govern- 
ment. 

Indeed, a strict application of the “class” approach meant that 
medical services were to be given primarily to those considered 
by the regime to be its loyal supporters, the party members and 
the members of the proletarian classes. As to the other members 
of the population, they were to be discriminated against in the 
matter of medical care just as they were discriminated against 
in housing, food, higher education, and other perquisites and 
amenities. This, of course, was in direct violation of the basic eth- 
ical universalism of medicine, which regards the sick individual 
as someone to be helped regardless of his station in life or class 
origins. Furthermore, the Pirogovists held that medical care, sup- 
ported from tax funds, ought to be put at the disposal of the com- 
munity (as it had been under the zemstvo system ), with the lead- 
ing role ascribed to the medical corporation and not the central 
government.’® Such a conception of medical organization ran 
contrary to Soviet plans and conceptions and might well have 
constituted the sanctioning of an independent focus of power, 
which the regime could not and would not tolerate. It is per- 
haps interesting to note that the same kind of considerations, 
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the same incipient frictions, took place in England with the 
inauguration of the National Health Service.7 And yet, the 
National Health Service has not by any means ended the 
corporate entity of the British Medical Association, nor has it 
reduced the British physician to the level of a civil servant or 
employee. The differences in the British and Soviet political sys- 
tems partly explain why the Pirogovists did not stand a ghost of a 
chance of maintaining their position. Along with the elimination 
of the Medical Council, the Pirogovists were forbidden to hold 
their meetings or congresses and were, for all practical purposes, 
eliminated as a social force. In the words of a Bolshevik physician, 
writing more than thirty years after the revolution, the destruc- 
tion of the associational basis of the tsarist physicians, and par- 
ticularly of such associations as the Pirogov society, was justified 
in terms of the hostility which the profession allegedly bore 
against the Bolshevik regime. Soviet medicine, according to that 
physician, was, in essence, born and developed “in the struggle 
against reactionary bourgeois physicians,” among whom the Piro- 
govists held first rank. More specifically, the Pirogovists were 
identified with the “bourgeois Mensheviks and the Social Revolu- 
tionaries,” who, “being hostile to the Soviet regime, not only op- 
posed the term ‘Soviet Medicine’ but also denied all possibilities 
for its existence . . . They denied the class character of medicine 
. .. did not recognize the dictatorship of the proletariat[and|] 
opposed medicine as a governmental matter under conditions of 
the Soviet system.” 18 

Thus was silenced one of the most powerful voices of the pre- 
revolutionary medical profession.” The regime then turned to the 
third and last potential focus of resistance to the regime on the 
part of the medical profession. This was, of course, the Pan- 
Russian Union of Professional Associations of Physicians, which 
arose during the days of the Provisional Government. The Bol- 
sheviks were unable to capture the leadership of this union be- 
cause of the opposition of most physicians to the regime and its 
social policies. They were, however, more successful in obtaining 
control of the unions of semiprofessional and nonprofessional 
medical personnel and in using these unions to neutralize the 
medical profession. The leading role in this enveloping process 
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fell to the feldshers and to the feldshers’ union, assisted by the 
union of nurses and of lower medical personnel, whose profes- 
sionally (and socially ) subordinate position placed them squarely 
among the “former exploited classes,” that is among the prole- 
tarians who now occupied a favored position in the new society. 
They were encouraged, indeed urged, by the regime to assume 
leadership in medical affairs, to cut the physicians down to size, 
and to establish a central organ that would encompass all person- 
nel in the medical or health field, regardless of specialization or 
education, an organization that would be receptive to the policies 
of the regime, particularly to the directives of the Commissariat 
of Health. The first step in this direction was taken by the Feld- 
shers’ Union, which convoked, in the fall of 1918, a conference of 
delegates from all unions in the health field. Physicians, pharma- 
cists, and veterinarians, however, did not respond to the call. 
Nonetheless, it was decided at the conference to form a Pan- 
Russian Union of Medical Workers (Medsantrud), whose work 
began in the spring of 1919 without, of course, the participation 
of the three above-mentioned professional groups. Some physi- 
cians, either because they were sympathetic to the aims of the 
Bolshevik regime or because they were members of the Com- 
munist Party, did join this union, but they constituted only a small 
minority of its original 900 members. By the end of 1919 the phar- 
macists and the veterinarians withdrew their objections and in 
the beginning of 1920 they joined the union. As a concession to 
them they were allowed to join in special sections. Only the phy- 
sicians remained outside. Then followed a step that might well 
have been anticipated: the Pan-Russian Union of Professional 
Associations of Physicians was declared illegal and was dissolved 
by a decree issued by the All-Russian Central Council of the Trade 
Unions (with which Medsantrud was affiliated) in 1920. This 
was, of course, a move which the medical profession was in no 
position to resist. An attempt was then made to reach some type 
of understanding, and in the summer of 1920 an agreement was 
concluded whereby physicians could join the union if they so 
desired,?° but in nonpartisan sections not committed to its polit- 
ical aims or to those of the regime.?! By 1924, the nonpartisanship 
clause was eliminated and the physicians, at the time they entered 
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the union, obligated themselves to support its aims and indirectly 
those of the regime. It is true that in the early years, and particu- 
larly during the years of the New Economic Policy, physicians 
could refuse to join and many did, especially those who still felt 
hostile to the regime or those who had a private practice.** At 
the same time, the number of Soviet-trained physicians was in- 
creasing rapidly (there were three times as many medical doc- 
tors in 1928 as in 1917) and their resistance to union member- 
ship was weaker than those of prerevolutionary training. More 
decisive, however, was that union membership was practically a 
prerequisite for state employment and most physicians, of course, 
particularly the younger ones, had no alternative to this kind of 
employment. 

In the early thirties the trade-unions, whose orientation had 
been strongly syndicalist and who had held that the interests of 
the “workers’ state” and the welfare of the workers were the same, 
found that the regime no longer favored their position. In its 
drive for industrialization under forced draft the party decided 
that the working classes would have to bear the brunt of the effort, 
particularly since very little capital was being imported from 
abroad and thus had to come from enforced savings. Those who 
favored equalization of wages or who opposed piecework, for ex- 
ample, were eliminated from the leadership of the trade-unions 
and were replaced by others more tractable.?* The trade-union 
thus became another direct instrumentality of the regime and a 
means to control the associations of workers. This applied with 
equal vigor to the Union of Medical Workers. The physician then 
became, even more than he had been before, an employee of the 
state, a medical worker,”* fulfilling his duties as directed by his 
superiors. Little trace was left of the medical profession as an 
organized, self-governing, social group or social force. 


The Medical Workers’ Union ( Medsantrud ) 


The Medical Workers’ Union belongs to the large complex of 
the labor or trade unions in the Soviet Union embracing the al- 
most totality of the salaried population. The supreme organ of 
the Medsantrud is its Central Committee. This committee, in 
turn, just like the central committees of the other unions, is sub- 
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ordinate to the All-Union Central Committee of the Trade Unions 
which stands at the apex of the entire union system. This com- 
mittee works closely with the government and the party, and 
every unit in the structure of any union is similarly in close con- 
tact with the organs of power and, as the case may be, with the 
industrial and other economic authorities which are employing 
union members. There are union organs at all levels of the terri- 
torial-administrative structure down to the smallest unit which is 
the Union Committee, found usually, in the case of the Medsan- 
trud, in all hospitals and other medical installations. 

Officially the Medical Union unites “all the numerous army of 
doctors and other medical personnel of the medical institutions 
. . . The Central Committee of this Union and its local organs 
are called upon to unite and educate the medical personnel, to 
raise their political and work activities, to develop and cultivate 
a Communist attitude to their obligations.” *° 

Organizationally the Medsantrud, like all other unions, is de- 
scribed as an association of workers. The fiction, of course, is that 
membership is voluntary and that only those who want to join 
do join. In reality, as interviewed doctors pointed out, one had to 
join, for at least two reasons: failure to become a member would 
expose the physician to suspicion because the authorities expect 
the physician to join; and the fact that a nonmember suffers all 
kinds of economic and other disabilities. For example, social in- 
surance benefits are significantly smaller, or sometimes nonexist- 
ent, for those who do not belong to the union. Formally, the union 
embodies the function of defending the “interests” of its members. 
More specifically, 


The central committees of the trade unions and their agencies focus 
their attention upon questions of wages; regulation of labor; improve- 
ment of production and advancement of the productivity of labor; im- 
provement of the material living conditions of the workers (protection 
of Jabor, social insurance, housing, supplies, nutrition, cultural serv- 
ices). Their entire work must be based upon a most earnest study of 
the peculiarities of the various crafts and other groups of workers and 
upon careful examination and investigation of complaints and deposi- 
tions of workers.?® 


While it is true that the union fulfills these functions, it does 
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so to the extent that is consistent with the interests of the regime, 
particularly with the interests of production. In case of a conflict 
between an individual and the state, the latter must always take 
precedence. The union is not, therefore, in a position either to 
bargain with or strike against the employer, or to take a stand 
against its employer. The employer in this case is the state itself 
and its position is unassailable. As one physician said, “Sometimes 
the union would help by loans, by assistance after illness, etc., 
but it was not an organization that stood out to defend its mem- 
bers against the encroachments of the employer. . . .” 27 

Within the medical union there are divisions or sections for dif- 
ferent types of medical personnel. These sections are set up pri- 
marily to increase flexibility in dealing with the different occupa- 
tional groups within the same union. It would, for example, make 
little sense to deliver the same technical lecture to both physicians 
and medical attendants. Yet it should be made quite clear that the 
physicians’ sections do not constitute, in any respect, the “politi- 
cal” equivalent, for example, of local or county medical societies 
affiliated with a national organization as is common in the West, 
particularly in the United States. While technically and medically 
speaking the physicians may have different problems from 
those of other medical personnel, as a social group they are sub- 
merged within the Medsantrud and are members of that union in 
the same title as anybody else working in the field of health, 
whether he be a physician, nurse, orderly, or even hospital gate- 
keeper. By the same token, when the physician is employed by 
a nonmedical organization (a plant, for example) where there is 
no Medsantrud committee, he may be attached to whatever in- 
dustrial or other union exists in the plant, factory, or other organ- 
ization.”’ In short, the Medsantrud’s main task is to enlist the sup- 
port of the physician behind the policies of the regime and to 
control him in all phases of his professional activities. 

Support implies the accurate carrying out of the orders and 
instructions of the Ministry of Health. Thus, at the Seventh 
Plenum of the Central Committee of the Medsantrud, held in the 
summer of 1953, the Deputy Health Minister of the USSR read a 
long report on the tasks of the organs of health, noting a series of 
serious deficiencies. The Medical Workers’ Union was criticized 
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for its timidity in requesting the organs of health to give an ac- 
count of their work and of the manner in which measures devised 
by the Health Ministry were actually being executed. In other 
words, the union, as the representative of the so-called “medical 
collectivity,” was expected to take special interest in the work of 
the official health organs, to put pressure upon them, and to call 
them to account if they failed to fulfill their duties properly. It 
was thus designed to serve as an instrument for cross-checking 
the activities of official health organizations or authorities. But 
the tendency, at least to judge from the Soviet press, is for the 
union and the health organs to reach some type of modus vivendi, 
in which a tacit agreement is made not to interfere with one an- 
other’s business and to keep shortcomings from being brought to 
the attention of the higher levels of the medical and the union 
hierarchies. Another complaint, often found in the press, is the 
lack of sufficient cooperation and coordination between the Med- 
santrud and economic administrations. In this respect, it is inter- 
esting to note that very often health measures are issued jointly 
by the Health Ministry, the All-Union Council of Trade Unions 
(for the attention of the industrial unions concerned ), the Central 
Committee of the Medsantrud (for transmission to medical per- 
sonnel) and the ministries involved (for the attention of indus- 
trial management ). It is apparent that, in many cases, the instruc- 
tions issued at the top of the several hierarchies are difficult to 
fulfill because issuance is often made in partial or total ignorance 
of conditions locally.” 

The union may, in addition, organize scientific conferences on 
certain pressing problems of medical care, or even take it upon 
itself to inspect medical facilities in a certain region and review 
the working conditions in medica] installations; *° it also under- 
takes to organize courses on Marxism and Leninism and to induce 
medical personnel to attend such courses. The union sometimes 
adjudicates disputes and quarrels among physicians or between 
physicians and lower medical personnel.?! In such cases the union 
functions as a court in matters that are not of a criminal nature, 
or if a criminal matter occurs the union may refer the case to the 
organs of justice or to the organs of state security for appropriate 
disposition. 
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Thus, while the Union of Medical Workers has some of the ex- 
ternal trappings of a union, as they are understood in the Western 
sense, and while it certainly does fulfill some of the functions 
which in prerevolutionary years were fulfilled by the medical 
corporation, it is in fact neither an independent union represent- 
ing its members’ interests nor a functional substitute for the 
“medical profession as an association and social force,” as it was 
in tsarist Russia. The fact that physicians who work in industry 
may be attached to industrial unions rather than branches of 
the Medsantrud confirms this.32 Indeed, if the definition of 
Carr-Saunder and Wilson were to be accepted, the medical 
profession is no longer extant in the Soviet Union because “A pro- 
fession can only be said to exist when there are bonds between 
the practitioners, and those bonds can take but one shape — that 
of formal association.” 33 Lewis and Maude use the expression “a 
body of expert officials” instead of a “profession” when the state 
organizes, trains, and employs all the members of a profession,*# 
as is the case in the Soviet Union. These officials might or might 
not have high standards of conduct — but “any freedom they en- 
joyed would be on sufferance from those who held power.” 
Characteristic, perhaps, of the complete subjection of the Soviet 
physicians to the regime and of the absence of any “collegiality” 
was the famous “Doctors’ Case,” which broke early in 1953, in 
which nine physicians were accused of having conspired with the 
West to poison or kill prominent Soviet officials. Not a single voice 
was raised on the part of the medical community demanding an 
impartial investigation to determine the facts. The case implicated 
the entire medical corps by announcing to the whole world that 
nine ** famous Soviet physicians could and did commit “medical 
sabotage” and had thereby violated one of the universally recog- 
nized canons of medical practice. Indeed, one physician was 
granted the Order of Lenin for her role in “unmasking the physi- 
cian-assassins.. When, after Stalin’s death, the doctors were ex- 
onerated, she lost the order and was sent to jail.27 One might 
easily imagine the reaction of the American medical profession 
or the British to the charge that Franklin Delano Roosevelt or King 
George VI had not died of natural causes, but had been medically 
murdered by physicians in the pay of Soviet intelligence! 
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Party Membership 


In the Soviet world the party has acquired, of necessity, a va- 
riety of managerial and economic functions. It seeks to keep its 
finger on the pulse of the system by placing its members in all 
areas and at all levels of the system.®* There is hardly an organiza- 
tion of any importance that does not have in it members or can- 
didates of the party or its related organizations. Furthermore, the 
party has always limited its membership, making it an achieve- 
ment rather than merely a matter of willingness to join. Continued 
membership is contingent on serving the party and submitting to 
its demands. This aspect of party membership, which sharply dis- 
tinguishes it from a political party as is generally known in the 
West, goes back to the early 1900’s and to Lenin’s insistence that 
a party member must not only accept its program and support it 
financially, but also personally participate in the activities of one 
of the party organizations.*® The party prefers to remain small 
and manageable, efficient and easily controllable, rather than 
large, amorphous, and clumsy. At the beginning of 1956 it had 
7,215,505 persons, of whom 6,795,896 were full-fledged party 
members and 419,609 were candidates,‘ out of a total popula- 
tion of over 200 million—or only about 3 members for every 
100 of the population. 

As a “commodity,” therefore, the party member is a relatively 
scarce item, and, as such, the regime tends to place and keep 
him in those areas which are vital to the system and where his 
presence will be of positive value; or it will endeavor to recruit 
new party members among those who hold positions of impor- 
tance or have special competence. Since health services are not 
as “important” as industry and science, one would expect that the 
proportion of physicians belonging to the party would be smaller 
than the corresponding proportion of industrial specialists and yet 
larger than among the general population. 

The general opinion among interviewed physicians was that the 
percentage of physicians belonging to the party centered around 
20, with 25 representing a maximum figure. According to News- 
holme and Kingsbury,*! in the early thirties, 30 per cent of the 
medical officers in the Georgian SSR belonged to the party — the 
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figure being said to apply both to general practitioners and public 
health physicians. More recently, in 1947 to be exact, the party 
press reported that there were almost 40,000 physicians who be- 
longed to the party (0.0063 per cent of a total membership of 
6,300,000) #° from an estimated medical contingent of over 200,- 
000 physicians or about 19 per cent of the professions. This tallies 
with the estimates given in the interviews. If we deal in numbers 
rather than proportions, there were 40,000 party physicians as 
compared to 148,000 party engineers, 80,000 party teachers and 
108,000 other unspecified specialists with a higher education.*% 
By contrast, according to data made available at the Nineteenth 
Party Congress in 1952, 86.4 per cent of army officers and generals 
were members of either the party or the komsomols,** that is, 
more than four times the proportion of party physicians to all 
physicians. According to estimates by Nicholas DeWitt, in 1947 
about 38 per cent of all engineers employed in the national econ- 
omy were party members; the corresponding figure for agricul- 
tural field professionals was 19 (the same as for physicians) and 
for professionals in the field of education it was 16.*5 It may also 
be of interest to note that, at the Nineteenth Party Congress, the 
proportion of physicians among the delegates was very small when 
compared to other professionals. Briefly, of the 1,192 delegates, 
709 had a higher (university) education. Of these, 282 were en- 
gineers, 68 were agronomists and other agricultural specialists, 
98 were teachers, 18 economists, 11 physicians, and 7 lawyers.*® 
Thus, while more than half of the delegates (60 per cent) had 
a higher education, only 0.015 per cent of these were physicians. 
For every doctor there were more than 25 engineers, 9 teachers, 
6 agronomists or agricultural specialists, and one and a half econ- 
omists. Among the professionals only the lawyers had less dele- 
gates than the doctors. The absence of physicians from the organs 
of power is not, per se, a disturbing phenomenon, nor is it unusual 
in Western society. And yet, in a totalitarian society the dispro- 
portion between the representations of the different professional 
groups among top party organs and the poor showing made by 
physicians in this respect is a disturbing phenomenon for the 
preservation of the values which are associated with medical work 
and medicine in general. 
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According to accounts of interviewed physicians, party physi- 
cians are not found randomly distributed among medical person- 
nel but are located primarily in positions of responsibility and au- 
thority in the administration of health services. Very few party 
physicians appear to engage in medical work either in a sub- 
ordinate or ordinary capacity, although the “ideal” Soviet physi- 
cian as he is met in official accounts and in fiction is likely to be a 
party member. It may not be completely out of line therefore, to 
surmise that one physician in four or five is engaged in adminis- 
trative or “paper work” rather than in direct medical work. If this 
is the case, and even if the figure be stretched to one in six or 
seven, this still amounts to a sizeable army of medical bureau- 
crats. This army, incidentally, helps solve a problem that is of 
major significance in medicine everywhere: the need for medical 
administrators. At the same time, the regime is assured of almost 
complete control over the totality of medical work and over the 
professional actions of the physicians. 

In the physician who is a party member the regime has still 
another lever of contro] over the medical profession, and a means 
of preventing the resurgence of a medical esprit de corps similar 
to that which existed before the revolution, since one physician 
in five owes his or her allegiance not to a “medical profession,” 
or to “medical values,” or to his colleagues individually, or to his 
patients, but to the party. Indeed, most interviewed physicians 
indicated that there was a sharp social split between party and 
nonparty physicians, and that the latter tried as much as possible, 
to avoid contact and involvement with the former even in profes- 
sional matters.*7 


Chapter 6 


Recruitment of Medical Personnel: 
Social Origins, Motivation, 
Training and Indoctrination 


The medical profession, like any other human group, is in con- 
stant need of replacements because of attrition through retire- 
ment, death, disability, or other causes. Replacement, in turn, 
hinges on the recruitment into the professional body of suitably 
motivated and trained candidates. Because of the nature of the 
Soviet educational system, and because of the fact that a student 
enters professional training at the age of 18, rather than 22, as it 
is in America, the decision to enter a profession must be made 
earlier than it is in America. It can be estimated that in Soviet 
Russia the decision to go into higher learning and professional 
work must be made when the child is about eight or nine years 
old.} 

This means, in turn, that parental influence is often decisive in 
the choice of a career and in motivating the child to direct his 
steps toward that career. This influence is generally determined 
by the family’s position in the social structure, the cultural values 
it shares with other families in the same class, its economic status, 
and its aspirations. 

In tsarist society, as in American society,” professionals tended 
to be recruited mainly from the middle, or bourgeois, classes. In 
the early years of its existence the Soviet regime attempted to 
break this pattern by encouraging workers, and particularly their 
children, to obtain a higher education, and by putting all possible 
obstacles in the path of the education of members of the former 
tsarist middle and professional classes and their children. Yet for 


———— 
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a variety of reasons, some of which will be examined presently, 
the downgrading of tsarist specialists and of their childrens’ edu- 
cational opportunities did not go as far as the regime, ideolog- 
ically and theoretically, might have wished. By the same token, 
the upgrading of the “proletarians” and their children proceeded 
at a much slower rate than originally planned in the first flush of 
the revolution.’ With increased social stratification and the reap- 
pearance of middle and white collar classes, it appears that physi- 
cians continue to be recruited, in the main, from these elements 
of the society rather than from manual labor classes. 


Social Origins and Motivation 


When the Bolsheviks seized power in 1917, one of their aims 
was to turn the social pyramid upside down so that the “have 
nots” would become the “haves” and vice versa. By virtue of his 
education and his social position in tsarist society the physician 
was classified as a “bourgeois specialist” and treated accordingly. 
Some of the measures adopted by the Soviet regime to utilize 
“hold-over” specialists from the tsarist period have already been 
examined. Yet, these were at best stop-gap measures, panaceas 
adopted because of the desperate nature of the situation. The real 
and only satisfactory solution lay in the creation of a new intelli- 
gentsia of undoubted loyalty and devotion to the regime, one with 
its feet solidly anchored in the working class. Only education, par- 
ticularly higher or university education, made available to “prole- 
tarian” children would make this possible. 

The first step, then, was to make admission to the universities 
available to anyone sixteen years or older, regardless of nation- 
ality, class background, sex, previous education, or possession of 
a diploma.‘ The second step gave unconditional preference in ad- 
mission to students of proletarian background.® Later on, stipends 
and other material aids in the form of food rations, clothes, shoes, 
and cheap housing for proletarian students were added.° It soon 
became evident, however, that the willingness to become a spe- 
cialist must be matched by the willingness to acquire an educa- 
tion and by the ability to absorb and retain that education. In 
many cases, students of proletarian background who had had only 
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very limited schooling were unable to follow their courses and 
trailed far behind better educated students of nonproletarian 
origins. 

Recognition of this led to the creation, in 1919, of special edu- 
cational institutions intended for the working class and designed 
to prepare workers and their children for studies at the university 
levels. These institutions were called Workers’ Faculties (Rabo- 
chie fakulteti or Rabfak) 7 and were attached to and run by the 
universities. Only workers and poor peasants could gain admis- 
sion to them on the recommendation of a trade-union, a soviet, or 
a local party organization.® Yet all through the twenties, the Rab- 
faks failed to prepare enough students for the universities,® and, 
as a result, the proportion of students of nonproletarian back- 
ground, though diminishing, failed to fall below the 50 per cent 
mark.!° The regime then took another step, designed this time to 
make it difficult for nonproletarians to attend schools of higher 
education. This was the imposition of discriminatory fees by 
which the children of the members of the former bourgeoisie 

| would be at a distinct disadvantage compared to toilers’ children. 
According to a schedule adopted in 1924, all graduates from the 
Workers’ Faculties were to be admitted without tuition fees, 
whereas peasants and rural handicraftsmen paid 15 to 25 rubles; 
urban handicraftsmen not employing the labor of others, 25 to 50; 
workers and employees, 25 to 225; free professionals, 225 to 300; 
and those not living by their own labor, 225 to 400. In addition, 
proletarian students were awarded scholarships and stipends, and 
in many cases their tuition fees simply were waived.'! Thus, for 
example, a physician who would be considered either an em- 
ployee (if he worked for the state) or a free professional (if he 
were in private practice) would have to pay considerably more to 
put his child through medical school than a worker. In addition, if 
all applicants could not be accommodated in institutions of higher 
learning, priority was, of course, to be given to children of the 
“toilers.” 1 There was a definite quota system that regulated ad- 
missions. 

Yet, in spite of these advantages, the proportion of proletarian 
students entering the universities, and particularly the proportion 
graduating from them, did not satisfactorily increase.’ And at 
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the same time, the influx of ill-prepared and sometimes poorly 
motivated individuals into the universities led to a precipitous 
decline in academic standards and in the quality of training. The 
dilemma that the regime faced was clear: either it would acquire 
a “proletarian,” allegedly loyal, intelligentsia whose academic 
qualifications were so poor as to jeopardize the running of the 
system, or it would acquire an intelligentsia qualified to do its 
job but not necessarily of proletarian background. Gradually the 
functional requirements began to overshadow the political or 
“class” considerations. In order to raise academic standards en- 
trance examinations were reintroduced in 1924, although Rabfak 
graduates were still not required to pass or even to take them.14 
But in 1926 examinations for all were made a requirement for 
admission, a step*> largely to the advantage of nonproletarian 
students, most of whom had had the benefit of a secondary edu- 
cation. Gradually all the bars and disabilities against the children 
of bourgeois background and of Soviet specialists themselves were 
dropped. In 193] restrictions against the entry of children of en- 
gineers and technical workers into higher education were re- 
moved.* A law in 1935 opened the universities and the institutes 
to all who passed the entrance examination, regardless of social 
origins.!" Finally, two decrees issued simultaneously in 1940, one 
setting tuition fees for the last three years of secondary education 
(as well as for all higher education ),"* and the other establishing 
a labor draft ?° that mostly affected children of manual workers, 
actually reversed early policies by making it more difficult for 
children of manual workers to obtain a higher education than for 
the children of the better paid and more affluent middle classes, 
the intelligentsia, specialists or professionals.*° There are, of course, 
stipends and scholarships available for the brightest students, 
regardless of their parents’ occupation and their financial status.! 
But the cards seem to be stacked and the decision to go into 
higher education must be taken so early that professional educa- 
tion is becoming more and more the province of the nonmanual 
labor classes. Indeed, the trend was noticeable as early as the 
late twenties when, for example, Roger N. Baldwin remarked that 
the “authorities have found children from such families [middle 
classes, specialists] better [school] material, because of their in- 
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tellectual home backgrounds.” ** It should not be assumed, how- 
ever, that stratification patterns have become so rigid as to prac- 
tically preclude mobility. Indeed, one interviewed physician has 
given a vivid picture of individuals whose parents were manual 
workers and who, through sheer strength of will, became medical 
doctors.?* Yet, it can be assumed that the attempt to proletarianize 
higher education has largely been abandoned and that between 
two mediocre students the one whose parents can afford to send 
him through secondary and higher educational institutes may 
complete his education; the other, and he would in all probability 
be the child of manual workers, would not have the same oppor- 
tunity. (In the post-Stalin era, the regime has announced that 
educational fees have again been abolished. Whether this will 
affect the mobility of manual workers’ children or simply facil- 
itate the maintenance of existing patterns remains to be seen, 
particularly in the light of other factors that will be discussed. ) 

It is, perhaps, not surprising, then, that as a result of such a 
policy available statistics would indicate a disproportionately 
high percentage of physicians of other than proletarian back- 
ground. Indeed, in the years for which data are available (1928- 
1938) medical students of nonproletarian background, except for 
the year 1933, outnumber those of either peasant or working-class 
background. Thus, in 1928, 17 per cent of the medica] students 
were of working class origin, 14.8 of peasant origin, while the 
others (a majority) were of nonproletarian background (intelli- 
gentsia, white-collar, and proprietors). In 1933, the figures were 
40.9, 21.3, and 37.8 respectively, and in 1938 they were 33.6, 17.6, 
and 48.8. On the average, for the period 1928 and 1938, one third 
of the medical students were of working-class origin, 18.4 per cent 
were of peasant origin and almost half of all medical students 
were nonproletarians.* Among the 103,300 students who grad- 
uated from the medical institutes in the years 1929-1940, 34 per 
cent were of workers’ origin, 18 of peasants’ origin, and 48 per 
cent of nonproletarian families.” 

It must be clear that these figures apply only to medical stu- 
dents. Among students of other institutions of higher learning the 
percentage of nonproletarian students was somewhat lower. On 
the average it varied from 34 to 49, and only among the teachers 
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was it higher than among the medical students (by one percent- 
age point, however). 

If attention is turned next to the total medical profession for 
the year 1940 the percentage of doctors of nonproletarian origin 
is even more striking, since it includes physicians trained in 
tsarist times. On the eve of World War II, on the basis of Soviet 
statistics, 6 physicians out of 10 belonged, in terms of social origin, 
to nonproletarian elements.?° The percentage of nonproletarians 
here exceeds that of every other professional group on which fig- 
ures are available, including teachers. If it is noted, furthermore, 
that among the “workers” and “peasants” there were some who 
rightfully belonged in the nonproletarian category, but who man- 
aged to elude that classification, these figures are even more im- 
pressive as an index of the nonproletarian origin of the medical 
corps (as well, but to a lesser extent, of other professional 
groups ). In the late twenties and up to the middle thirties it was 
common practice for children of socially “unfavorable,” (non- 
proletarian) background either to buy up false documents of social 
origin, publicly renounce their parents, or to spend a few years 
in factories and thereby to obtain the educational opportunities 
available to manual workers (this was called “to earn oneself a 
proletarian stazh [experience] ).” 77 

What, then, are some of the reasons that prevented the full “pro- 
letarianization” of the intelligentsia, and particularly of the med- 
ical profession? Under the Rabfak system there was the poor 
intellectual caliber of the students. The tendency was for the 
sponsoring organizations to dump the least capable students on 
the Workers’ Faculties and to retain the ablest ones for their own 
use.?8 In addition, the stipends and the living conditions for the 
children of working class parentage were so small that many had 
to abandon their studies and go to work.”® Furthermore, prole- 
tarian students were drawn into all types of civic activities, and 
those who belonged to the party had additional party duties. 
Many came to feel that their party duties absolved them from 
their academic responsibilities.°° 

One interviewed physician, for example, likened party mem- 
bership to football-playing in American colleges. He brought up 
the case of one student who had been assigned to present a report, 
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well in advance, and who came to him the day before it was due 
saying he could not deliver it because he had spent two weeks on 
party work. The physician in question had to give the report him- 
self.51 It is not suprising, therefore, that a substantial proportion 
of the proletarian students dropped out of school before the end 
of their courses. Thus in 1928 a survey of ten institutions of 
higher learning showed that the percentage of party and kom- 
somol members decreased steadily as they moved from one class 
to another. Among freshmen that percentage was 60, in the sec- 
ond year it was 42.8, in the third 20.2, in the fourth 8.5, and among 
fifth-year students it was only 3.9.32 

In the specific case of the medical profession there was still 
another factor: the secondary importance of medical work 
compared to the technological occupations. While the regime 
wanted to have, first and foremost, engineers, army officers, 
geologists, and other technical specialists of proletarian back- 
ground, it cared much less about the origins of physicians. And 
in a sense it was justified, since the nature of medical work 
and ethics made medical “sabotage,” even on the part of a “dis- 
loyal” physician, much more unlikely than on the part of a tech- 
nical specialist. This did not, of course, keep the regime from 
publicly attacking physicians, using them as scapegoats when the 
need arose, and impugning sinister motives to their professional 
actions. Thus one public health physician reported having been 
jailed for three and a half months on the suspicion of wanting to 
poison the water supply of the town in which he was living; the 
police had “discovered” some cholera bacilli in his laboratory, 
which he was using for experimentation.** During the 1938 purge 
trials two well-known physicians, Professors Levin and Pletniev, 
were accused of having medically killed famous Soviet personal- 
ities. The same types of charges were leveled, as was seen earlier, 
in 1953, in the famous Doctors’ Case. 

The relative weight that the regime was willing to assign to 
the different professions and the importance of proletarian back- 
ground was reflected, as early as 1930, in a directive of the Com- 
missariat of Education for the RSFSR. This directive assigned 
quotas of students of proletarian origin who must be admitted 
into institutions of higher learning; these quotas were 75 per cent 
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for higher technical and agricultural schools, 65 per cent for 
pedagogical and socio-economic schools, 60 per cent for medical 
schools, and 50 per cent for art schools.*4 

Interviewed physicians indicated that, indeed, it was easier, 
prior to 1935, for students of “unfavorable” background to enter 
medical schools than almost any other. One woman doctor, for 
example, whose father had been declared a kulak, or prosperous 
farmer, during collectivization and had been exiled as a result, 
stated that she went into medicine because of her social origin, 
adding that the verification of class antecedents (klassovaia pro- 
verka) was much less strict in medical institutes than other insti- 
tutions of higher learning.®® 

Another physician, whose father had been a Monarchist, chose 
medicine because “it was the best occupation since it was fur- 
thest removed from political considerations.” ** But perhaps of 
equal, if not greater, significance in accounting for the high pro- 
portion of individuals of nonproletarian extraction among profes- 
sionals, and particularly among physicians, is the factor of motiva- 
tion. By this is meant the imparting of certain values and goals 
that are necessary to sustain the individual's interest in acquiring 
a professional training and life goals. A profession represents a 
complex of values which must be imbued early into the child, 
and which must be supported all the way through the long, diffi- 
cult, tedious, often discouraging drudgery that accompanies the 
acquiring of skills, and techniques necessary for the practice of a 
profession. 

In general, interviewed displaced persons suggested that two 
analytically distinct types of motivation were operating in the re- 
cruitment of professionals, particularly physicians. In one case 
the profession was seen as the embodiment of certain values, 
mostly humanitarian, held primarly by middleclass families. For 
lack of a better word this type of motivation may be called ideal- 
istic. In the other case a professional occupation was perceived 
in a more realistic manner: it was first and foremost a means to 
achieve economic security (“it's a job”) and sometimes social 
mobility and prestige. This type of motivation was more current 
among members of the manual labor classes, and may be called 
instrumental. In essence the distinction corresponds to the one 
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outlined by Richard Hughes, between the Economic and the 
Professional Man: 


The Economic Man sells his labour, at a rate of money. Work is 
something he is prepared to do, in fair proportion to the money he 
gets for it. His working day is the number of hours he is willing to 
waste, in order to have the wherewithal to live and to enjoy his leisure. 
The man with a profession also calls what he does “work”: but his 
meaning is exactly opposite. It is the hours he is not working he con- 
siders wasted. Pay? Of course he expects to be paid: a man cannot 
live on air. But whereas the Economic Man looks on work as the means 
to get money, the Professional Man looks on money as the means to do 
the work.38 


These two types are presented here as “ideal” or “pure” types 
in the sense used by Max Weber, and do not necessarily reflect 
the motivation of specific individuals or groups. In most cases 
the two are found, but in varying proportions, among all profes- 
sionals. The distinction will also be useful at a later point when 
the manner in which Soviet patients perceive the physician’s moti- 
vation will be analyzed. Soviet patients who belong to the work- 
ing classes tend to see the physicians as instrumentally inclined, 
whereas nonmanual workers tend to perceive the physician more 
as an idealist. There are in the interviews two statements epitom- 
izing these two types of motivation. They are given below: 


Idealistic 


I am concerned first with human creativity and secondly with human 
suffering . . . I had high mathematical abilities and also the ability 
to go into any technical university, [but] preferred going into medical 
work knowing I would receive two, three, or four times less money. 
I was interested not in money, but in the process of suffering and re- 
lieving this suffering. [Question: How many doctors do you feel had 
this type of motivation?] Fifty per cent felt, to a smaller or greater 
degree, the missionary spirit, and this was the best part of the Soviet 
doctors. [Question: Where do you think this spirit originated?] (1) The 
tradition of the land [zemstvo] doctor, (2) the very unhappy situation 
of the people, (3) the undoubted seriousness of the Russian individ- 
ual, and (4) the Soviet regime, which, by paying such minimal sal- 
aries [to physicians], made sure that only people with high idealism 
would go into this work.?® 
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Instrumental 


You must know that in the Soviet Union everyone tries to earn a 
piece of bread. The peasantry uries to get out of the villages because 
the situation there is so bad. But, of course, to go to the city without a 
profession [occupation] was absurd. In the city you could live, but to 
live there you must earn, and to earn you must learn . . . [Question: 
Did you find any idealists among the students?] I think there were 
none, because they all got an education to get a piece of bread. An 
insignificant percentage were idealists, but most wanted an education 
for security. I myself had to get an education as soon as possible. I 
know of one idealist . . . But idealism in the choice of a profession 
is not playing too much of a role. I don't think it plays a role at 
all . . .40 


It must then be presumed that for many members of the tsarist 
(and later Soviet) middle classes with professional occupations 
there was a positive value attached to having their children ac- 
quire a professional education, and these children, wanting a 
higher education, did not hesitate to use any and all possible 
means to acquire it (including, of course, hiding their social ori- 
gins). In addition, for many members of the prerevolutionary 
intelligentsia, medicine presented an opportunity to apply cer- 
tain ideals of humanitarianism which had flourished in the pre- 
revolutionary days and whose expression had been barred by the 
ruthlessness of the Soviet regime. Medical work would give mean- 
ing to their lives (or their childrens’) because it would provide 
them with a chance to “help the people” without being directly 
involved with the regime. Indeed, as will be pointed out later, 
medical work does give the Soviet physician the limited possi- 
bility of protecting people against excessive demands from the 
regime. 

At the same time, medicine, by being removed from the polit- 
ical sphere (in the way in which engineering or plant manage- 
ment, for example, never were), would give physicians of non- 
proletarian background relative immunity from political arrest 
and other unpleasant consequences of the regime’s policies. 

For the manual workers and their children a higher education 
was, of course, a means of rising in the social structure and of be- 
coming part of the intelligentsia. This desire, however, was not 
always necessarily matched by the motivation to acquire the edu- 
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cational background and training to master professional work. 
Furthermore, since the policy of the regime (at least until 1936) 
was to have its high priority areas manned by individuals of the 
“correct” background, the best and most talented among the 
manual workers’ children were drawn into the schools of high 
prestige (such as engineering and the army), leaving only the 
least talented to enter such a “second-rate” field as medicine. In- 
deed, some of the interviewed physicians indicated that in the 
thirties, among many of the “proletarian” students, the medical 
institute was often the last resort after they had been turned down 
elsewhere, and that in some years the medical institutes had diff- 
culty in getting enough students to fill their quotas. It may also 
be presumed that it was precisely among these less talented and 
poorly motivated students that one would find the highest per- 
centage of “careerist” physicians and the highest proportion of 
party and komsomol members. By using the assistance of the 
party they would become professionals in the letter, if not the 
spirit. This was particularly true in the late twenties and early 
thirties, before academic standards were tightened and before 
the “class approach” was given up. At that time the influence and 
the authority wielded by the school party organizations were 
practically unchallenged,*! and professors were afraid to give low 
grades or flunk party members lest this be interpreted as hos- 
tility toward the regime. In the words of a respondent who later 
became a mathematics teacher: “The party organization of the 
university, which all students who were party members entered, 
had means of interfering in all possible ways with scholastic en- 
deavors. They had the right to correct professors and to force a 
professor to ask easy questions from party members or to com- 
pletely refrain from asking party members certain questions. 
There were cases of professors being dismissed at the request of 
the party organization.” * 

Perhaps best illustrative of the problems faced in medical edu- 
cation was the following case reported by an interviewed physi- 
cian: 


I was asked by a professor who was sick to substitute at an examina- 
tion . . . I always tried to ask students the most elementary questions 
. rather than details which they would anyway acquire later on. 
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There was one student . . . and he was very weak, and I did not 
know at the time he was a party member. I gave him a 3 [out of a 
possible maximum of 5], which was not flunking, but not good either 
. . « Just passing. I saw that the other professor on the examining 
board was quite upset and he told me in a low voice: “You see, you 
asked the best student . . . he always gets excellent grades, a 3 will 
spoil the entire record. He is a komsomol, a representative of the party. 
What do you think can be done about it?” 


The physician told the professor that, if he wanted, he could ex- 
amine him again; then he left. The student was re-examined, he 
received a grade of 5, and his record was not marred. “I feel,” 
added the doctor, “that he knew less than he should have known, 
but that his party membership helped him pass the subject.” # 

The question that must be asked is, what happens to these 
physicians who graduate on the strength of their party, rather 
than their report card? First, it must be assumed that with a tight- 
ening of academic standards such occurrences are becoming the 
exception rather than the rule. Second, as was seen, the regime 
has a ready use for party physicians: they are almost invariably 
posted in the large medical-bureaucratic apparatus of the Health 
Ministry or in administrative positions in medical institutions. 
There, the direct harm they might inflict upon patients is reduced 
to a minimum. 


Medical Education 


Substantively there is little that differentiates, or could differ- 
entiate, Soviet from Western medical training ** except for one 
important and outstanding feature: the importance attached dur- 
ing training to the so-called political studies, generally known in 
the listing of courses as Marxism-Leninism. For instance, in the 
new six-year medical curriculum introduced in the 1945-1946 
academic year * there are not less than 250 hours set aside for 
“political studies” as against, for example, 216 for biology and 
parasitology, 397 for anatomy, 250 for histology and embryology, 
and 213 for general surgery. 

This emphasis on political catechism is hardly surprising in a 
society as consciously based on a political ideology as is the Soviet 
system. Indeed, it was Stalin himself who declared that training 
of specialists in one particular branch of science was not sufficient. 
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He admitted that there was no reason “why a man who specializes 
in medicine should at the same time specialize in physics or 
botany, or vice versa. But,” he added, “there is one branch of 
science which Bolsheviks in all branches of science are in duty 
bound to know, and that is the Marxist-Leninist science of so- 
ciety. .. A Leninist cannot be just a specialist in his favorite 
science; he must also be a political and social worker, keenly 
interested in the destinies of his country, acquainted with the laws 
of social development, capable of applying these laws, and striv- 
ing to be an actual participant in the political guidance of the 
country, *¢ 

On another occasion Stalin asked and answered the question 
of what it meant to select specialists: “It means to select workers 
first by their political qualification, that is, whether they are 
politically reliable, and second by their work experience, that is, 
whether they are capable of carrying out specific tasks.” 47 It 
should be noted that in this quotation (reproduced for the benefit 
of the Soviet medical profession in a medical journal) loyalty (or 
political reliability in the Soviet parlance) comes ahead of pro- 
fessional ability. 

Ideology thus occupies a place of central importance in the 
Soviet scheme, both as doctrine and as a practical instrument of 
control.*® Yet the regime does not so much want conformity with 
doctrine or even belief (in the sense of a religious conviction or 
faith) as a “positive identification with the party as the trust- 
worthy custodian of all fundamental doctrinal questions.” ** It 
is natural, then, that the regime should be particularly concerned 
with the Soviet intelligentsia and this intelligentsia’s receptive- 
ness to party ideology and, more important, perhaps, with its 
“correct” interpretation of party policies and its readiness to exe- 
cute orders and directives in the spirit of these policies. While 
the Soviet citizen is subject throughout his life to an incessant 
barrage of propaganda and agitation, the place for formal polit- 
ical indoctrination belongs rightfully in the schools, during the 
individual’s formative years, and particularly in those schools 
that turn out Soviet specialists and professionals. By placing polit- 
ical courses on an equal (and sometimes a superior) plane with 
strictly technical disciplines, and by making the completion of 
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formal training contingent on passing political as well as other 
subjects, the regime assures itself that it will have its specialists 
and professionals at least conversant with the aims of the regime, 
attuned to party language, and appreciative of the dangers of dis- 
loyalty or insubordination. 

Awareness of ideological questions starts, of course, with med- 
ical teachers. Thus a clinical lecture must not be given in the 
“quiet” and passionless style of “pure” science. “On the contrary, 
the professor of clinical medicine must see to it that his lecture 
has political and ideological significance.” To quote the Medical 
Worker further: “A physician who is a professor and who lectures 
must present himself as an agitator and propagandist of Bolshevik 
ideology in all that he discusses. . . A clinical lecture must con- 
stantly refer to the classics of Marxism-Leninism, there must also 
be references to our philosophical literature for the purpose of 
correctly explaining pure medical questions of students. . .” 5° 

It is, furthermore, the “duty” of the party organizations of the 
medical institute to arm the future specialists “not only with med- 
ical knowledge, but also to develop politically mature, thoroughly 
educated Soviet people.” *! And commenting on midyear exam- 
inations in the medical institutes, another article stresses that such 
examinations will demonstrate the quality of the preparation of 
the students and “first of all their political awareness. Examina- 
tions in social-political disciplines must show how the students 
relate their theoretical knowledge [Marxism-Leninism] with prac- 
tice, how they apply it to their specialty.” 5? And the best medical 
students, of course, are the ones who answer the medical questions 
that are pitched at them with a correct reference to Marxism- 
Leninism. Thus, as one example among many, a report from the 
Odessa Medical Institute honorably mentions student B. Derevi- 
anko because “her answers were proof not only of deep knowl- 
edge of histology, but also of the correct understanding of Marxist 
philosophy.” °° 

Interviewed on this subject, former Soviet physicians indicated 
that political indoctrination courses weighed heavily in their study 
schedules and were generally disliked for two main and significant 
reasons: one was that too much time and effort had to be de- 
voted to a subject so remotely related to medicine and which took 
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valuable time away from medical work. As one woman physician 
expressed it: “If I wanted to know political disciplines excellently 
I would have to devote 75 per cent of my time to them... 
everybody struggled with these political courses. .. As much 
time as you devoted to them, you could not pass these examina- 
tions with excellent grades. How can you remember all these 
congresses, what Stalin said . . . it was driving us crazy. In the 
streetcars you could see all the students trying to learn the history 
of the party. . .”°* The other reason for disliking these studies 
was that political courses were considered more important than 
medical courses. Indeed, physician after physician reported that 
failure to pass a political course or examination would have much 
more serious consequences than flunking strategic medical sub- 
jects. As one physician reported, “The official line was that since 
the party is always right, you cannot be a doctor without know- 
ing Marxism-Leninism. You cannot be promoted if you flunk 
these subjects. You cannot cut these classes. You could flunk sur- 
gery, that was all right, but not political courses.” ™ 

As a result, many learned their political textbooks by rote, 
being afraid that by putting what they had learned in their own 
words they might make mistakes in the examination.5* One of 
the interviewed physicians who had been trained in the tsarist 
period remarked that he had been, at one time, a member of a 
medical examination commission. As such he understood how 
a student might be afraid of failing any examination, “but 
how much more afraid he would be of failing a political ex- 
amination because this could really ruin his career.” The same 
doctor, to satisfy his curiosity, privately asked one of the students 
why he had learned his political textbook by heart. “He told me 
that repeating the answers by heart was the only safe way of 
answering the questions.” *’ In addition, very few, if any, of the 
interviewed physicians appear to have taken seriously the ad- 
monition that “by knowing the principles of Marxism-Leninism 
they would be better doctors,” or that “in order to advance sci- 
ence and the practice of Soviet medicine it is necessary to master 
Marxism-Leninism.” °* Such an admonition may make sense in 
professional fields such as law, education, journalism, and similar 
areas where the specialist is daily in the position of influencing 
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public opinion; but it has relatively less specific meaning for 
physicians, except insofar as it would make them more capable 
of understanding the policies of the regime and supporting these 
policies in the course of their professional activities. A doctor, for 
example, might be called upon to explain to a patient that he 
could not excuse him from work because of the needs of produc- 
tion, as will be seen later on in this study. Furthermore, in view 
of the importance which the regime attaches to the proper ideo- 
logical orientation of all its specialists, there is little chance that 
such courses will be formally dropped by the regime. 

Yet, there is evidence in the interviews and elsewhere that after 
the middle thirties emphasis on ideology, at least in medical edu- 
cation, became toned down, and that party leaders themselves, in 
the acid test of choosing a physician, would invariably select one 
who was professionally qualified and not one who made his way 
by parroting his Marxist breviary. 





Chapter 7 


Allocation of Medical Personnel: 
The Administrative Solution 


The effective allocation, placement, or distribution of special- 
ized personnel, whether they be in medicine or in any other pro- 
fessional field, in Soviet Russia or anywhere else, is of strategic 
importance for any society based on the division of labor and on 
advanced specialization. Specialized personnel generally are at a 
premium because of their scarcity, and failure to place them 
where they are needed can only result in waste, duplication, and 
sometimes in serious dislocations. A patient without a physician 
is helpless and a physician without patients is useless. Every dif- 
ferentiated socia] system, then, is premised on a series of strategic 
positions or occupational] roles that must be manned if the system 
is to operate, let alone survive. The critical question is that of 
bringing specialist and job together. In the preceding chapter the 
problem of the recruitment of medical personnel was examined; 
in this chapter, the question of the distribution of such personnel 
will be examined in some detail with particular reference to the 
perennial problem of staffing rural areas with medical personnel. 


Allocative Methods 


Three general methods of placing specialists may be distin- 
guished. They will be called spontaneous placement, incentive 
placement, and forcible or administrative assignment. 

“Spontaneous placement” means that the specialist goes where 
he is needed, out of personal] conviction, idealism, and a sense of 
duty. The prototype of such placement in the world of today is 
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Albert Schweitzer. In tsarist Russia it was the zemstvo physician. 
Incentive placement, on the other hand, consists of the special- 
ist’s answer to some type of gain or financial reward offered in 
compensation for professional services. It is, in a way, a special 
case of the market mechanism, in which a bid is made for the 
specialist's services and in which he may be expected to maximize 
his own advantages. This type of placement appears most preva- 
lent in the Western world. Finally, in a system of forcible or ad- 
ministrative assignment allocation is the result of consciously 
applied legal or administrative pressure upon the specialist to 
compel him to assume whatever position needs to be filled. Inso- 
far as any choice is left to the specialist this choice must be con- 
sistent with the needs of the system. This type of assignment 
usually assumes that the specialist will be “frozen” to his job, and 
that changes of assignment must be authorized by some central 
allocative authority. This type of placement is prevalent in the 
Soviet Union. It cannot be assumed, however, that these alloca- 
tive methods are mutually exclusive. In fact, they are found, in 
varying proportions, in most societies. The following discussions 
will establish in what proportions they appear to exist in the 
Soviet system. 

The zemstvo physician, it was seen, was an individual who, 
moved by lofty considerations, chose to forsake the comforts of 
Russian cities and to live in relative isolation in the countryside. 
He held a position of high prestige and esteem among the popu- 
lation (some called him “Tsar and God”), which to some extent 
compensated for the lack of “culture” and amenities he found in 
the rural districts. Yet, no outside pressure or governmental com- 
pulsion was brought to bear upon him. He was free to choose 
where to practice. With the advent of the Soviet regime, however, 
the situation radically changed. Medically and otherwise the rural 
districts had been neglected, and the Soviet authorities wanted 
to remedy the situation. Indeed, Soviet writers on this subject 
were fond of quoting a statement made by a public-minded physi- 
cian of prerevolutionary Russia, Dr. Mickiewicz, that in his day 
“It was the opinion of the well-to-do that the peasants and the 
poor suffered only from ‘simple’ ailments and did not need the 
assistance of scientific medicine. The feldsher was good enough 
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for them, while the qualified physician or surgeon was intended 
only for the blue-blooded aristocracy.” ! 

It was the intention of the Soviet regime not only to increase its 
supply of physicians and to make medical care available to every- 
one, but also to eradicate differences between city and country- 
side. This meant that the work started by the zemstvo physicians 
was to be continued, intensified, and expanded. At the same time, 
it also meant the raising of medical standards by gradually de- 
creasing the number of feldshers and eventually eliminating the 
feldsher system altogether in the same manner as similar systems 
had been eliminated in the West.? But the health authorities had 
not reckoned with a new factor in the situation. It is indeed a 
strange paradox that in the “workers’ state’ the supply of physi- 
cians motivated to “go to the people” simply ran dry. This was 
due, perhaps, to the fact that idealism had become not only insti- 
tutionalized but also compulsory. While the zemstvo physician 
went to the countryside partly as a sign of protest against the 
tsarist regime, the Soviet physician, on the other hand, failed to 
go, perhaps also in protest against the Soviet regime. There were, 
in addition, a series of other factors which led to the refusal of a 
disturbing proportion of medical personnel to volunteer to go to 
the countryside, to the backward nationalities, or to the new in- 
dustrial and agricultural centers that were being opened in the 
Urals and farther east. The new Soviet doctor, in spite of the 
thorough political indoctrination which he was supposed to have 
received during his professional training, was unwilling to leave 
the towns for the difficult life of the rural regions. It then became 
necessary to substitute for the lacking idealistic motivation the 
application of forcible measures, since the regime was either un- 
able or unwilling to provide enough incentives. Of course, the 
application of forcible measures was made easier by the fact that 
the regime did not have to contend with private physicians and 
with a self-governing medical profession. At first, the Commis- 
sariat of Health simply assigned physicians to the outposts of 
the “periphery,” where they had to report or be brought to ad- 
ministrative trial for neglect of duty. Gradually, however, there 
developed a system to provide the countryside with medical 
services. That system consisted of sending on assignment, at the 
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discretion of the Ministry of Health, young graduates who had 
just completed their studies.* 

To make assignments even more forceful the young physician 
often does not receive the medical diploma at graduation; it is 
withheld until he has completed his three to five year stint; 
yet, there have been reported instances when diplomas were 
withheld beyond the maximum period, presumably for the “good 
of the service.” * Since the physician cannot, in theory, practice 
or hold any other medical jobs without the diploma this provi- 
sion should be effective in driving the young physician to his 
place of work. After completion of his assignment the doctor, 
theoretically, is free to choose whether he will continue as a 
general practitioner or whether he will specialize. If he chooses 
the first alternative he may request an assignment to a locality of 
his own choosing, or he may look for an opening himself. Trans- 
fers, of course, must be approved by the health authorities and 
an official release must be secured. If he elects to specialize, he 
may be sent to a course to “raise his qualifications.” For the dura- 
tion of this course, lasting from a few weeks to two or three 
years, he receives the same salary he had at his last place of 
employment. If this arrangement worked in practice as it does 
in theory it would increase the satisfaction of the physicians as 
well as the supply of specialists. Interviewed physicians and the 
Soviet medical press indicate, however, that this is actually not 
the case. It often happens that at the end of the three or five year 
stay the local authorities charged with the responsibility of pro- 
viding medical services to the population are naturally reluctant 
to release medical personnel, particularly if no replacements are 
forthcoming. This leads to a situation in which physicians are 
“stuck” in a locality for many years and also to a serious dearth 
of specialists.® 

Work assignments in the countryside or in distant localities 
are presented to the Soviet doctor not so much as the fulfillment 
of an ideal (as the zemstvo doctor saw it) but as the repayment 
of a debt to the state and an obligation to “the people” who are 
said to have educated the young physician. The young physician 
is reminded, time and again, that, as a typical article puts it, the 
“people will expect from the graduate the use of the knowledge 
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acquired at the institute. .. The young man or woman who 
enters a medical institute must be aware that the state, having 
spent large sums of money on his or her education, expects that 
this knowledge will be used for the good of the motherland, for 
the people. It is important that the debt to the state be repaid 
in full and that the young physician not join the ranks of the 
nonpayers who intentionally elude the fulfillment of their sacred 
civic duties.” ® 

Similarly, in its descriptions of outstanding and meritorious 
physicians, the Soviet lay and medical press almost never fails 
to emphasize the degree of willingness and enthusiasm (similar 
to that of the zemstvo physician) with which doctors greet their 
assignments to the countryside. A woman doctor who had been 
awarded the title of “Honored Physician,” after finishing the 
university is reported to have gone “without hesitation to the 
village.” 7 And when Dr. K. A. Zakharov is asked by the com- 
mission his preference as to place of assignment he says he “does 
not care, but finds himself uttering the name of a village where 
he worked with partisans.” § 

The whole problem of rural medical work gained momentum 
in the period immediately following Stalin’s death in 1953, when 
the Soviet press and some highly placed officials began to pay 
serious attention to falling agricultural production and to the 
need for remedial action in this area. Translated into medical 
terms this led to an intensified campaign to get more young phy- 
sicians to volunteer for the countryside and not to try to avoid 
assignments there. Issue after issue of the Medical Worker printed 
statements to the effect that physicians were voluntarily request- 
ing to be sent to the distant and outlying regions. Typical of 
such requests is the following, rather artificial, conversation 
which is reported to have taken place between the assignment 
commission and a young doctor: 

“Where do you wish to work?” asked the institute director .. . 
“I want to be sent to the Altai region. Isn’t it true that in order to be 
able to master completely a specialty like surgery, one can do it best in 
individual work, even under difficult conditions?” answered student 
V. Flat. The commission fulfilled his wishes. “We will go to work where 


the motherland will send us,” wrote many students ... they ex- 
pressed the feelings of all their comrades.® 
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In the same manner, in Soviet fiction, the physician who is 
held up as a model is the one who practices among the people of 
the countryside, in the outlying districts or among nomadic 
tribes.*° The insistence on this theme, as well as the strong 
criticism addressed toward those who escape such assignments, 
indicates that this is an area which is not working smoothly and 
in which considerable pressure must be exercised to have the 
allocation plans of the Health Ministry fulfilled. Why, then, are 
physicians (and other specialists as well) so reluctant to pull 
up stakes and to practice in the countryside? 

The most general reason is the Jack of cultural facilities and 
other amenities in the Russian hinterland. Robert Lynd has 
formulated very succinctly the attraction of city life in the fol- 
lowing terms: 


Urban living represents the most favorable environment for those 
wishing to benefit by the resources of the culture. On the personal side, 
the city presents the i ae for rich, selective acquaintanceship 
in the pursuit of personal growth. . . Without . . . going to the ex- 
treme of Marx and Engels in speaking of the “idiocy of rural life” one 
may nevertheless say that the city is potentially a natural as a way of 
life for modern man.!1 


While in the United States and in Western Europe the avail- 
ability of automobiles and the presence of serviceable roads 
bring the rural population within easy reach of shopping and 
recreational centers, the situation is in no way similar in the 
Soviet Union. There the settled territories are smaller, more iso- 
lated, and more distant from each other than in the West. There 
is no adequate network of highways, nor is the production of 
passenger cars sufficient to effect rapid and convenient liaison 
between countryside and district centers. The physician who 
has lived in a city and has grown accustomed to its facilities and 
cultural resources will take a dim view of the prospect of spend- 
ing three to five or more years living in primitive conditions and 
isolated from the world he has come to know and enjoy. In addi- 
tion, according to the evidence of the Soviet press and confirmed 
by interviews, actual living conditions for Soviet physicians in 
the village are apt to be poor. The zemstvo doctor had a house 
of his own —or at least comfortable quarters provided for him 
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at the hospital — good pay and transportation; but the Soviet 
doctor finds himself lucky to get one or two rooms or even a 
mud hut. 

In theory and on the books, rural physicians must be provided 
with housing, light, and fuel by the local organs of the repub- 
lican health ministries. In reality, doctors often have to pay 
exorbitant rentals for rooms or apartments.!* They are forced 
to live in peasants huts, in hospital offices and consultation rooms 
—even in bathrooms.’* For instance, district pediatrician V. 
Legizina (Kurotsa, Kursk Province) writes to the Medical 
Worker that she has been unsuccessful for quite a long time in 
securing a decent place to live. Another physician, Dr. I. Aganova 
of the Kara-Darinsk District (Samarkand Province), reports the 
following “scandalous” case: “The director of the district health 
department, comrade Chusanov, pretends he is entitled to my 
apartment and gives as a reason the fact that the apartment in 
the lying-in home is destined for the director of the district health 
department (?!), and now the fight for this apartment has been 
going on for three months.” ** Such conditions, of course, are 
known to most physicians and understandably account for their 
lack of enthusiasm in accepting rural appointments. 

In addition, the social background of the majority of physicians 
may also account for this reluctance. The urban middle-class 
family is small in the sense that there are few children and not 
more than two generations in the home.?* As a result there are 
often deep emotional attachments between child and parents. 
This process of emotional involvement and the “enveloping of 
the child” which it produces makes separation difficult. An assign- 
ment thousands of miles away may be looked upon as a catas- 
trophe to be avoided at all costs. “The Case History of Dr. 
Lisitsyna's Illness,” as it unfolded on the pages of Komsomolskaia 
Pravda, is a good case in point. Dr. Olga Lisitsyna of the Voronezh 
Medical Institute suddenly fell ill on the day she learned she 
was being assigned to work in Keremovo (a distance of approxi- 
mately 2000 miles). From that point on, Dr. Lisitsyna’s parents 
attempted by all possible means to prevent her going away. They 
first requested the director of the institute and the RSFSR Health 
Ministry to permit her to stay in her home town on the ground 
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that she was suffering from malaria. The appeal was denied. 
Then her mother, who is an X-ray specialist, with the help of 
coworkers at the polyclinic, found her to be suffering from 
“secondary anemia with a sharp drop in the blood count.” Min- 
istry officials replied that anemia could be cured in Keremovo. 
After more futile attempts in Voronezh her father went to Mos- 
cow. A letter was later received by the Health Ministry from the 
Agriculture Ministry to the effect that the departure of Olga 
would seriously affect the restoration of horticulture in the 
Voronezh area, since Olga’s father is a manager of a fruit tree 
nursery state farm. More letters were sent from officials of the 
Ministry of Agriculture (including one from the Minister him- 
self) and from provincial executive committees, but to no avail. 
Mama then decided that her daughter should become insane, 
but when hospitalization and observation were proposed, they 
gave up the idea. 


Time took its course. But 25-year-old komsomol Dr. Olga Lisitsyna 
continues to remain idle, jealously guarded by her overzealous parents. 
When the daughter was asked to visit the institute, Mama came in- 
stead. When Olga was requested to come to the clinic for an examina- 
tion, Papa turned up. A newspaper called for an explanation of why 
Dr. Lisitsyna had not gone off to her job, and it was agronomist Lisit- 
syna who replied. . . What ailments and what appeals have the par- 
ents not resorted to in their overflowing love... Now Papa and 
Mama are seeking weightier intercession. But we believe the day will 
finally come when Olga Lisitsyna finally remembers her duty to the 
state and accepts her assignment without her parents’ blessing.'¢ 


Some time later the Medical Worker published another, some- 
what similar, case which also concerned a member of the kom- 
somols, a young man this time. His parents, both of whom were 
physicians teaching in Odessa, managed to have him enrolled 
at the Odessa Medical Institute through “influence” (the word 
used is protektsia, literally “protection” or “pull”). When he 
graduated orders arrived from Moscow posting him to Kazakh- 
stan. His father then had a colleague certify that he had an 
“infarct myocardia.” The son wrote a request to the Health Min- 
istry requesting an assignment in the Ukraine because “My 
father, not long ago, suffered an attack of infarct myocardia 
(certificate attached) and my mother has tuberculosis (certificate 
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to follow).” The ministry came through, changed the assign- 
ment to the Ukraine, but designated the town of Stalino — and 
not Odessa. The son remained in Odessa; he was then offered 
another assignment which was also turned down. Then, with 
some more protektsia he went to work for the Odessa Health 
Resort Administration and finally obtained a transfer to the very 
same place where his mother worked. The article concluded with 
the remark that it would appear it is the duty of parents who want 
their child to be a doctor to teach him to obey orders and not 
to dodge them.?” 

One last item on this subject is interesting, though fictional. 
Yet, like any other piece of Soviet fiction it must have been writ- 
ten with a purpose and its subject must be topical. Entitled 
“Profession,” it purports to be the story, written in the first person, 
of a young lady doctor who had always wanted to become a 
physician. Her father and grandfather were also doctors. She 
writes: 


When I finished the institute, I personally requested to be sent to 
a far-away district, where the need for doctors is great and where one 
can develop oneself! . . . Papa understood me and encouraged me, 
but with mama it was worse . . . she did not want me to go. And then 
she still considers me a “weak child.” Some “weak child”. . . 

“Mama, understand, I am a doctor. And there is nothing to do for 
young doctors in Moscow. There are already many doctors here with- 
out me.” 

“What do you mean, ‘nothing to do?’ . . . A young doctor like you 
can always get married in Moscow. . .” 

Or take this. I come home on vacation. I ring. Mama tears the door 
open, looks at me, and in tears: 

“Lenochka, my poor little one, how thin you are! Father, look, she 
has turned into a pole.” 

Father couldn’t stand it. . . 

“Some pole! She can hardly go through the door!” 18 


There may thus be an actual or potential conflict between the 
small urban middle-class family and the regime’s need to send 
physicians away to the outlying regions. Such conflict did not 
exist with the zemstvo physicians, who were mature men and 
who wanted to go to the countryside. 

Another fact that accounts for the reluctance of young physi- 
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cians to go to distant and isolated districts is the Soviet system 
of medical education itself. There is no formal internship pro- 
gram that enables the young physician to work with older and 
more experienced practitioners and to “learn by doing” although 
the last years of training are heavily weighed in the direction of 
clinical teaching. The general rule is that the physician is posted 
to provincial positions immediately upon graduation from the 
medical institute. This usually means that the young doctor will 
have to assume full medical responsibility in small, isolated settle- 
ments far from the advice and assistance of older colleagues. 
That the experience must be terrifying and dreaded is clear in 
the reports of interviewed doctors. As a former gynecologist put 
it: “The most difficult aspect of a medical career in the Soviet 
Union is that a new doctor must start without practical experi- 
ence ... he is, so to speak, thrown into the ocean on a nutshell. 
Maybe he will get through all right, but maybe he won't if there 
is a storm. Therefore I was always careful in judging the mis- 
takes of the young doctors who suddenly were on their own in 
the sticks.” ?% Or another doctor: “When I worked there [her 
first assignment}, I was all mixed up. J had just come from the 
school benches. On my second day I had to perform an ampu- 
tation. I was so nervous I dropped the instrument. Since we had 
only one instrument of each kind the nurse had to resterilize it.” ?° 

This feeling of isolation and helplessness can also be fully 
documented from the Soviet press. Thus in an article discussing 
the need for improving the qualifications of village doctors, one 
learns that “far from scientific centers the doctor will not always 
find at the needed moment a qualified person to advise him, or 
the book to answer his urgent question.” *! Or in a letter re- 
produced in Izvestiia, a young woman physician, Dr. Buzunova, 
writes from deep Siberia: “I find myself, for the first time, work- 
ing alone; often there are difficulties and many things which are 
not clear. I would like to take advice from someone, to receive 
assistance.” “Who answered this letter,” the article goes on to 
say, “what experienced specialist offered to give the young doctor 
comradely support and advice? Such a person was not found in 
the Ministry of Health.” There are, apparently, within the Health 
Ministry bureaus to which medical questions may be addressed. 
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That the letters often remain unanswered is obvious from Dr. 
Buzunova's letter. Lack of books also presents problems to the 
rural doctor. These books, according to a Dr. Pokrovskaia, “get 
stuck in regional centers, at best in district centers,” and fail to 
percolate down to the village physician. Dr. Pokrovskaia had to’ 
wait six months to receive a book she had requested. “In that 
time,” so continues the article in the Medical Worker, “maybe 
the doctor found the book by herself. Maybe she moved. Many 
things can happen in half a year. And even if the request of 
comrade Pokrovskaia could not be fulfilled immediately, then 
what does it cost to answer the letter?” * 

At the same time, it must be recognized that as medicine and 
particularly medical techniques advance, the physician is trained 
to use and depend on all the facilities of a well-equipped medical 
plant (particularly complicated apparatus and laboratories and 
trained technicians) which he will not find in rural areas. Faced 
with the prospect of doing without this equipment the physician 
may find himself helpless and reluctant to go to the “sticks.” He 
has become a victim of “trained incapacity,” of being, as Robert 
K. Merton so aptly describes it by quoting Burke, “unfitted by 
being fit in an unfit fitness.” * 

Yet, interestingly enough, one interviewed physician found 
some compensation in the lack of specialized equipment: it allows 
for closer contact between doctor and patient. “Here [in Ger- 
many] each doctor has good equipment, a car, etc., but the 
Soviet physician has nothing. However, he is much closer to the 


patient than the European one .. . Here a patient complains 
and the doctor sends him to a lab or prescribes some pills with- 
out even looking at the patient . . . In the Soviet Union, the 


doctor has no X-ray equipment, no complicated equipment, and 
he establishes his diagnosis by hand, ear, and eye. He is much 
warmer and serious and, in the end, much better for the 
patient.” 24 

Although this statement may seem at first far-fetched, it does 
contain an extremely important insight: it points both to the 
impersonality of some parts of modern medical practice (for 
example, jokes on “left nostril specialists”) and to the need for 
rapport between patient and physician.*5 Weighing all the factors, 
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however, it would appear that, except in some cases, impersonal 
care of good quality is to be preferred over personalized, but 
inefficient, ministration of the type that the Soviet doctor some- 
times must give because of the absence of the necessary equip- 
ment. 

One additional possible reason for attempting to evade assign- 
ments to the periphery may lie, in some cases, in the desire of 
certain graduates to pursue their studies and go into research 
rather than engage in practice. This may well have a personality 
basis; the individual, for example, may not feel qualified, emo- 
tionally or otherwise, to deal with patients. Since the chances 
of being allowed to remain in the cities to pursue this work are 
smal], the individual may well attempt to manipulate the system 
to attain his ends. This was the case, for example, of two physi- 
cians (man and wife) who attempted by all means to be allowed 
to carry on research work in a city. They secured letters of recom- 
mendation to escape assignments to the countryside, much to 
the dismay of Dr. Lebedeva, Inspector of Cadres for the Akhtiu- 
binsk Health Committee, who writes in the Medical Worker, 
“Cannot a young doctor do research while working in a district 
clinic? And is it only to the Kleiners [the parties involved] that 
a chance should be given to become a research worker? Many 
rural doctors want to do that kind of work and do it. In the 
district clinics there are laboratories and libraries and other 
necessary conditions. The ‘recommenders’ render a bad service 
to the young doctors who start on their professional life.” *° 

But perhaps more significant in the analysis of the reasons for 
which young physicians refuse voluntarily to go to the “sticks” 
is the lack of sufficient motivation. Frank Rounds, Jr., in his 
recent report on contemporary life in the Soviet Union,” has 
commented on the intense and exclusive preoccupation with 
personal affairs which he observed among the Russian people. 
This may be due, partly, to difficult living conditions, in which 
much effort must be devoted to keeping oneself alive. Yet, it 
may also be due to the institutionalization, the routinization, 
and the bureaucratization of all types of social services, including 
medicine, which in earlier times were left to those who were spon- 
taneously motivated to perform these activities. While the zem- 
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stvo doctor acted from high ideals, the Soviet doctor, on the 
other hand, often adopts the attitude of avoiding personal re- 
sponsibilities, an attitude often found in bureaucracies.*® A post- 
war cartoon in Krokodil, for example, shows a young man, ready 
to defend his dissertation, queried by a girl: 


“And what is your project [or theme]?” 
“To remain in Moscow after I graduate.” 29 


One may then wonder why, failing to “get their ends with 
the stick,” Soviet authorities do not use more of the proverbial 
“carrot.” The answer may well lie in the fact that the carrot is 
not big enough, and that there are other areas which deserve a 
larger share of it (in Soviet priority terms). There is one bit of 
evidence, however, that this problem has at least been recog- 
nized by the government and that something has been done 
about it. Until 1942 medical salaries in rural areas were lower 
than in cities, on the assumption that it was cheaper to live in 
the countryside. This was reversed in a decree promulgated 
that year, in which base salaries were established according to 
the physician’s years of professional experience, as shown in the 
following tabulation (in rubles): %° 


Less than More than 
o years o-10 years 10 years 
In cities and workers settlements 500 600 725 
In rural areas 550 700 850 


In addition, for the purpose of figuring length of service, every 
month of work in the village counts for 1.2 months of work in 
the city. It may be doubtful, however, that the addition of a 
few rubles per month will act as a serious incentive for the 
young physicians to volunteer for work on the periphery. It is 
in this respect that the feldsher is of primary importance in 
bringing medical attention to the hinterland. Before coming to 
that, however, some of the methods of evading assignments 
should prove instructive. 


Escaping the Assignment 


It has already become clear that there are several loopholes 
that permit the young physician to dodge undesirable assign- 
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ments. There is, for example, a general rule that a certain per- 
centage (about 10 per cent) will be retained for more advanced 
work, postgraduate degrees (Candidate of Medical Sciences, 
Doctor of Medical Sciences), and professorships. In theory, the 
best students (academically speaking) receive these coveted 
positions.** In practice, there are deviations from this rule in 
which nonprofessional or nonacademic considerations may in- 
trude in favor of party and komsomol members. One physician, 
for instance, reported that when his class graduated only seven 
out of one hundred and thirty nine students were able to remain 
in the town and these seven were, for the most part, party mem- 
bers.*? While it may be expected that with time such practices 
will disappear, it remains, nevertheless, a fact that for almost 
twenty years prior to World War II many teachers and re- 
searchers owed their position to their party connections. This 
has, without a doubt, lowered the scientific and pedagogical level 
of Soviet medicine. As Dr. Lazarévitch has pointed out in her 
book, “A somewhat negative selection has taken place, the effect 
of which can be felt today.” 34 

An additional loophole is the general rule that husband and 
wife should, whenever practicable, not be separated. This permits 
women doctors (and about 8 out of 10 physicians are women) 
to remain with their husbands and not be “shipped out.” One 
of the interviewed physicians remarked that many women doctors 
married at the end of their studies, thereby avoiding distant 
assignments.®° That this is not and cannot, in the nature of the 
case, always be so is evidenced from the life story of a Ukrainian 
woman doctor. This episode is a good illustration of bureaucratic 
buck-passing. She related how, at the end of the tenth semester, 
a commission came from Moscow assigning graduates to distant 
posts in Kazakhstan, Turkestan, and the Kirghiz Republic. At 
the time, she was married to a mining engineer who worked in 
Dniepopetrovsk. When she asked whether this would play a 
role in her assignment she was answered that it would not. She 
must go wherever they would send her and “find some way of 
returning to [her] husband later.” The commission, after having 
learned that her husband was also a specialist, said that they 
would recommend his being sent to Turkestan. But there was 
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no need for engineers there, and this was confirmed by his ad- 
ministration in Moscow. Then the commission told her they 
would send her to Kazakhstan and she accepted the assignment. 
Her husband went to Moscow trying to get assigned also to 
Kazakhstan but was sent instead to Siberia, a six-day journey 
from Kazakhstan. She also went to Moscow and was told that, 
in Kazakhstan, there was a medical school which sent their 
graduates to Siberia; perhaps she could exchange assignments 
with one of them who wanted to stay home. An attempt to obtain 
a direct assignment to Siberia failed. She was already under the 
jurisdiction of the Kazakhstan Health Ministry and must try to 
arrange the transfer “on the spot.” When she arrived at her post 
she was told that nothing could be done without the approval 
of Moscow, and she must go to Moscow. But this was not possible 
since she had to work and the cost of travel was high. It was 
then suggested that she address herself directly to the Kazakhstan 
Health Ministry. 

When I went there, they laughed and said: “You know what ‘rights’ 
we have. We get our orders from Moscow. Write to Moscow.” I went 
back to my place of work, and they told me: “We will take care of 
you since we are interested in keeping our own people here. We will 
try to send you to Siberia.” I went to work and wrote to Moscow. 
These people also wrote to Moscow and sent me carbon copies to show 
me they were working on my behalf. But no one received an answer. 
At that time my husband wrote me I should let my work go and join 
him. “Come,” he wrote, “they cannot put you on trial since they give you 
no answer this way or the other.” My husband also wrote to Alma-Ata, 
asking that I be released. They answered: “We are not a marriage 
bureau.” At Alma-Ata they also told me they were not holding me but 
could not officially release me. They said: “Do whatever you want, it’s 
your own responsibility.” 36 

Similar episodes may be documented from the Soviet medical 
press, and particularly letters of complaint to the editors. In 
these letters individuals who feel they have been wronged by 
the thoughtlessness and “formalism” of the assigning authorities 
have an opportunity to vent their grievances. While it is doubt- 
ful that much is accomplished, these letters may still have some 
therapeutic value to the individual concerned and are informa- 
tive to the non-Soviet reader. Thus, in an article in the Medical 
Worker based on a series of letters, the editor cries out: 
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It is impossible to read without indignation the letter of Dr. Avra- 
menko of the Tomsk Orthopedic Institute. Upon graduating from the 
Kubansk Medical Institute in 1950, she was assigned to Tomsk. Her 
request to remain in Krasnodar because she was pregnant and because 
she has a mother who is an invalid of the first category [completely 
helpless] and a husband who was then in his second year at the same 
institute was denied. Being a disciplined person, she left for her assign- 
ment. “And how was I received in Tomsk?” writes comrade Avra- 
menko, “First they were surprised at my arrival in Tomsk from Kras- 
nodar since there already is, in Tomsk, a large medical institute that 
graduates yearly hundreds of new specialists. In the second place, they 
told me they could not employ me at the institute since there were no 
vacancies. . . I found myself in a difficult position: near a breakdown, 
almost sick, penniless, and without a place to live, Complete strangers 
took pity on me, gave me a place to live, and supported me. Finally, 
when a doctor left, I got his job. But until now my living conditions 
leave much to be desired. I, my child, my husband, who in the mean- 
while transferred to the Tomsk Medical Institute, and a woman worker 
from the Institute, are cooped up in one room (!).” 87 
It appears clear, however, from both the interviews and the 
press, that an effort is made not to separate husband and wife and 
that physicians are consulted as to their preference. But since 
all the medical institutes are located in a few large cities, the 
majority of the graduates must, of necessity, be sent out to smaller 
localities and to other undesirable assignments. As to the sepa- 
ration of husband and wife, the problem is further complicated, 
as was seen above, when both husband and wife happen to be 
specialists, since openings are always more limited for specialists 
than for unskilled workers, and since the needs of the system will 
often make it impossible to assign two specialists to the same 
locality. As seen from the vantage point of the Health Ministry, 
the problem is to get the positions filled with whatever personnel 
are at hand, often regardless of personal considerations, the “good 
of the service,” of course, overriding the comfort and convenience 
of the individual. With a profession consisting primarily of 
women who tend to be married to individuals of the same occu- 
pational level, that is specialists,°* one can see the dislocations 
such an allocative system might produce in family life and the 
necessity for some type of flexibility and elasticity at the expense 
of the allocation system. At the same time it must be obvious 
that these adjustive mechanisms are often abused and exploited 
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by those who refuse unpleasant assignments on other than 
“legitimate” grounds. 

The medical press contains many examples of evasion on the 
part of young physicians, such as the following case reported 
in the Medical Worker. One Boris Popok,*® long before graduating 
from the medical institute, applied for a job with the Ministry 
of Communications but was refused. “But Popok will never know 
rest until he attains his goal—to work only in Moscow. So he 
chooses the tactics of openly sabotaging the orders of the Min- 
istry of Health.” There follows over a period of two years a long 
series of violation of orders on the part of Dr. Popok. “But he 
persistently ignores orders, and the health authorities do not 
take any effective measures against the transgressor of state 
discipline.” 

In another issue of the Medical Worker, the case of a Dr. 
Abram Leibovich Rozenmer, a graduate of the 1950 class at the 
Kazan Medical Institute, is reviewed. He was offered a job in 
Khabarovsk (Eastern Siberia). 


“To Khabarovsk, so far?” Rozenmer made big eyes — “But isn’t it pos- 
sible to work in . . . Kazan?” 

“Oh! No!” 

“Then I am not going to Khabarovsk. . . . But maybe it’s possible 
to go to Kazakhstan?” 

Rozenmer got an assignment to the Kazakhstan SSR. But here he 
suddenly changed his mind and submitted a petition to be allowed to 
remain in Tataria, but until receipt of the permission took a job in 
Kazan as a pediatrician. 

In the meantime the Ministry decided to leave him in Tataria and to 
send him to the Drozhanesk district. Abram Leibovich made a wry 
face, but later kindly accepted the assignment and left to investigate. 
When he returned from the district, he came to the department of 
cadres at the Ministry and categorically declared 

“It does not suit me! I am not going!” 

“Then, maybe, you would like to go to the Jutazink district?” 

“Jutazink? All right!” 

He received the assignment, plus travelling expenses, the fare, daily 
allowance and . . . he did not go. 

In order not to go to the district, Rozenmer suddenly became ill and 
went to a hospital.4° 


Tactics of evasion among students go as far sometimes as to 
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deliberately fail final examinations (through simulating amnesia, 
for example) in order not to graduate and be sent out.*? 

Some statistical data exist on the evasion of assignments. In 
1950, for example, 6 per cent of physicians and 12.4 per cent 
of dentists failed to report to their assigned posts.*? In 1951, of 
the 56 physicians who graduated from the First Moscow Medi- 
cal Institute and were sent to Kazakhstan, only 26 arrived. Thirty 
doctors from the Second Moscow Institute failed to report to 
their posts as assigned, and the same applies to 20 doctors 
from the First Leningrad Institute.* 

The effect of such evasions is obvious: medical districts in the 
countryside without doctors are increasing rather than diminish- 
ing. Two thousand rural districts, containing 1,080 hospitals, did 
not even have a single physician in 1953. In Kazakhstan and 
Tadzhikistan almost half of the medical districts were not staffed 
with physicians; in the Russian Republic about one third.** The 
problem is further compounded by serious bureaucratic errors 
in the allocation of medical personnel. A physician may be sent 
to areas where there are no vacancies or positions open for him 
while other areas remain medically understaffed.** For example, 
Trud, the trade-union organ, complains that “In the clinics of 
Khabarovsk District and Murmansk Region there are not enough 
doctors. At the same time in some cities there are more doctors 
than needed. Strong measures must be taken to guarantee the 
correct distribution of medical personnel.” * 

In Georgia, the Health Ministry was taken to task for failing 
to properly distribute physicians, so that there was a shortage of 
doctors in the countryside while, simultaneously, a large number 
of doctors were “sitting it out” in Tiflis (the capital) and an even 
larger number were working only half time. Comrade Khelidze, 
the minister, was urged by the party authorities to find more 
about doctors who are “afflicted with ruralophobia” and should 
send them to work outside Tiflis.*7 

Equally severe mistakes are made in terms of assigning spe- 
cialists. It often happens, according to the Medical Worker, that 
doctors are not employed in their specialty and that a pediatri- 
cian is assigned to a post that calls for a surgeon, or a general 
practitioner is employed as an obstetrician-gynecologist. This 
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situation, according to the same article, unfortunately exists in 
many areas.*® These defects are then deficiencies in the mechanics 
of the distributive system, and understandable in terms of the 
large bureaucratic structure of the ministry, of the ever-changing 
needs of the system, and of the nature of the human material 
that is handled. 

Several remedial measures have been proposed and adopted. 
For example, the responsibility for distribution has recently been 
turned over to the directors of the medical institutes, who must 
arrange for the timely arrival of new specialists to their assigned 
posts.*® It is expected that the pin-pointing of responsibility to 
just a few individuals will permit a stricter supervision of the 
system of allocation, and that by holding these directors per- 
sonally accountable for failure they will exert heavy pressure 
upon the young graduates. But to judge from the press, the 
situation is far from improved, and several types of errors are 
still being committed in the distribution process. They contribute 
to the increase in the dissatisfaction of the new doctors and to 
promote turnover. Thus, according to the Medical Worker, the 
directors of the medical institutes “execute the distribution plan 
of young physicians in a simply formal manner.” As a result, 
physicians fail to remain in their assigned posts and the beginners 
bemoan their fate. In addition, the directors are accused of in- 
difference and lack of concern for the young doctors — a situation 
which often leads to such aberrations as the needless separation 
of man and wife. Finally, it is suggested that stronger measures 
be adopted against physicians guilty of “desertion,” as the ex- 
pression goes, who put “their own private and selfish interests 
ahead of those of the state and of the people.” ®° 

According to Soviet labor law, failure to report without an 
official dispensation, or leaving a job without permission, con- 
stitutes a crime answerable in court similar to that of a soldier 
leaving the field of battle or disobeying orders (the Soviets speak 
of their army of medical workers). Yet the evidence indicates 
that doctors often go scot-free because, in the large bureaucratic 
tangle of the ministry, no one is found to initiate proceedings 
and press charges against the delinquent physician. That this is 
often due to connivance cannot be doubted, Furthermore, in 
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view of the need for physicians it would make little sense to put 
a physician in jail. 

It is probably true that most young doctors realize the neces- 
sity, given the nature of the Soviet system, of reporting to their 
assigned posts, and particularly of going into the rural districts. 
Yet many appear to lack the proper spirit to undertake un- 
pleasant assignments, an attitude not unusual in bureaucracies, 
and attempt, without any sense of guilt perhaps, to manipulate 
the system to their personal advantage. As a result, the alloca- 
tive plans rarely get fulfilled. This is, as was seen, particularly 
true of work in the rural districts, but it must also be true of 
the entire system of forcible allocation because such a system is 
bound to antagonize many individuals’ wishes and inclinations, 
and because sabotaging the plans of the impersonal bureaucratic 
system is as good a way as any to express ones dissatisfaction. 

It is in the light of this situation that the regime has decided 
to retain, for the time being, the feldsher system. 


Role of the Feldsher 


Staffing the countryside with feldshers does not, in any respect, 
present problems similar to staffing it with physicians. Most 
feldshers are of peasant stock themselves and are not reluctant 
to return home as specialists with the prestige of the educated 
person. In addition, it must be recognized that openings for 
feldshers in the towns are extremely limited, there being enough 
doctors to go around (and sometimes too many, due to their 
reluctance to go outside of town). Furthermore, to become a 
feldsher one needs only seven years of secondary school (as 
against ten for the medical institute). Since most rural areas 
have seven-, rather than ten-year schools this factor contributes 
to the channeling of individuals of peasant origin into this occu- 
pation. 

It is assumed, of course, that cases the feldsher cannot handle 
himself will be referred to district centers where physicians are 
(in theory) available. In the professional sense the feldsher 
naturally is subordinate to the physician, and when the two work 
together the former must abide by the decisions of the latter. 
Indeed, the Soviets use the expression lekpom, a contraction of 
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the words lekar’ (doctor) and pomoshchik (assistant), inter- 
changeably with feldsher. Yet, when the feldsher works alone he 
fulfills, of necessity, almost all the functions of a regular physi- 
cian. For instance, according to instructions of the Health Com- 
missariat 1 the feldsher who has worked three or more years in 
a medical institution may receive, at the discretion of the appro- 
priate health department, the permission to perform simple 
operations, prepare prescriptions when no pharmacists are avail- 
able, and perform other similar medical tasks. When no physi- 
cians are available the health department may even entrust him 
with a dispensary and other ambulatory medical facilities.°? 

There is always the danger, however, that a feldsher will 
forget the limitations of his mandate and assume greater re- 
sponsibilities than he is entitled to assume. Indeed, the dictates 
of the situation and the lack of physicians in the countryside 
often force him to do so. And when physician and feldsher work 
side by side, conflict and competition may easily arise between 
the two.*? It is probably true, as one physician expressed it, that 
the feldsher understands the psychology of the rural population 
much better than the doctor fresh from the city, that he can 
speak local dialects and is considered by the local people as 
“one of their own.” 

Conflicts are most prone to happen when a young and relatively 
inexperienced physician collides with a feldsher with many years 
of local experience. The physician is then looked upon as an up- 
start and an intruder who threatens to upset the feldsher’s author- 
ity and prestige. Indeed, a feldsher interviewed on this very sub- 
ject admitted that conflicts were inevitable if the doctor was so 
proud and self-assured as not to listen to a feldsher with many 
years of experience.®* The situation can become very delicate 
because the feldsher’s close tie with the population permits him 
to turn that population against the physician and make it impos- 
sible for him to perform his work. One of the doctors interviewed 
suggested that the best way to handle a situation like this was to 
demonstrate to the population that she knew more than the feld- 
sher, without antagonizing him in the process. The best way to 
do that was to ask the feldshers questions, because “most of them 
love to have a doctor ask for advice and if you, as a doctor, must 
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consult with a feldsher because [sometimes] he really knows 
more, he is pleased as pie. I asked him questions and he was 
radiant.” °° This is obviously a situation of competition for au- 
thority precisely because, in the countryside at least, the area of 
competence between these two types of medical specialists can- 
not be firmly drawn. The role of the feldsher, when seen in con- 
junction with that of the physician, lacks the clarity of definition 
which, according to Leonard Cottrell, is an important factor in 
good role adjustment.** It is, in a sense, a marginal and insecure 
role eventually destined to extinction, similar in certain respects 
to that of the chiropractor in American society,*” who feels threat- 
ened by a “conspiracy” of the organized medical profession.®® 
There is, furthermore, the very familiar phenomenon of competi- 
tion for status, with the semiprofessional aspiring to recognition as 
a professional and the professional resisting this attempt. In Bri- 
tain, for example, the claim of professional status on the part of 
nurses, technical assistants, dental hygienists, and many others, 
poses very serious problems to the medical profession and to Brit- 
ish society as a whole.*® The professional status of the feldsher is 
still in transition. As one doctor reported, “the feldsher always 
wanted to be like a doctor... he felt that it was unjust that the 
doctor should be paid more than he was, or he tried to discredit 
the doctor, always criticizing his work and sometimes telling the 
patients that the doctor did not know what he was talking about 
and should take the medicine which he [the feldsher] had pre- 
scribed and not the doctor’s.” ®° And a feldsher himself said, not 
without pride, that “nobody will call you comrade feldsher but 
they will call you comrade doctor .. . for the peasants a feldsher 
is a doctor.” ®! 

The resentment felt by the feldsher toward the physician can- 
not, in most cases, be expressed directly. The feldsher “gets back” 
at the physician primarily by undermining his authority, and de- 
rives a keen sense of pleasure from demonstrating that his meth- 
ods are better than those of the “experts.” As the above-quoted 
feldsher reported, “There are cases when someone is chronically 
ill and has been everywhere, has seen the big professors, and in 
the end will turn to the feldsher. Here comes a woman who has 
a sick stomach. She has had all the tests and all kinds of medical 
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care. I give her ordinary distilled water and tell her to drink it 
and tell her she will feel better. It depends on the state of mind 
of the person.” ® 

The regime, and the health authorities in particular, takes a 
dim view of the practice of appointing feldshers to jobs that call 
for physicians. In many cases, of course, local health departments 
have no alternative. But often there are physicians available who 
are not, for any number of reasons, given these positions. Thus, 
in 1952 the Health Ministry of the Russian Republic and pro- 
vincial health departments were criticized for failing to provide 
physicians for rural medical districts. In one district, for example, 
twenty-two dispensaries and ten hospitals were reportedly di- 
rected by feldshers.®* In the Ukraine in that same year, one hun- 
dred and fifty medical districts were headed by feldshers and 
this in spite of the fact that every year “hundreds of young physi- 
cians are sent to the Ukraine.” ** “It is high time,” according to 
another article, “to give up the ‘wicked’ practice of substituting 
feldshers for doctors.” ® 

There is little doubt, furthermore, that the collective farmers 
and the rural population in general receive most if not all of their 
initial medical attention from feldshers, and in some cases from 
midwives, who still play an important role in the Russian country- 
side. Therefore, in spite of very obvious progress,® there still does 
exist a parallel network of medical facilities: one for the city popu- 
lation staffed by physicians, and one for the peasantry staffed 
mainly by feldshers. The situation does not seem to differ very 
much in spirit, if not in form, from the one which Dr. Mickievicz 
described as existing before the revolution and which Soviet med- 
ical apologists so severely criticize. 

The inability of the system of forcible allocation to accomplish 
the task it set out to do argues for a better balance between ad- 
ministrative placement and incentives. And yet, as long as the 
basic factor of the missionary spirit in medicine remains at a low 
level it may be predicted that neither one of these two types of 
placement, or combination thereof, will be particularly effective. 
That the situation is not unique in the Soviet Union does not have 
to be stressed. Indeed, as recently as 1953, Mrs. Oveta Culp 
Hobby, then Secretary of Health, Education and Welfare in the 
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Eisenhower Cabinet, declared that one of the problems of Amer- 
ican medicine was the maldistribution of doctors, with a growing 
concentration of them in urban communities, and sometimes none 
at all within fifty miles in a county district.67 And by the same 
token, neither has the problem of the administrator-doctor re- 
received a satisfactory solution in the West. The nub of the situa- 
tion is that once the doctor has become an administrator he ceases, 
in most cases, to practice medicine. And yet there is strong reluc- 
tance to entrust medical administrative jobs to persons who are 
not physicians, because of their unfamiliarity with medical prob- 
lems. 
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Chapter 8 


Prerequisites for Medical Practice 


The question of the doctor's fee is often apt to be a touchy one, 
particularly when the patient feels that the physician has a “nat- 
ural” interest in his being ill, or when the physician thinks that 
the patient fails to appreciate that he, too, must eat. From the 
time medicine became a specialized occupation many schemes 
have been devised to compensate the physician for his services. 
Centuries ago the Chinese paid the physician as long as they were 
healthy and stopped payments when they needed him. More re- 
cently, schemes of social insurance have adopted the principle of 
spreading the cost of medical care among many so that the few 
who needed it could obtain it. But whatever the solution, the 
hard fact remains that the physician must be compensated for 
the work he does, and this compensation affects the patient-doc- 
tor relationship as well as the physician’s work and position in the 
social structure. 

Remuneration, then, or the settlement of the terms of exchange, 
is one of the four major prerequisites for professional practice 
outlined by Talcott Parsons in The Social System.1 The second 
prerequisite to be treated is facilities and instrumentalities, in 
which and with which the professional can perform his functions. 
In medicine these are apt to be costly, ranging from an ordinary 
room to a large operating theater, from a scalpel to intricate 
equipment and expensive drugs. Without these the contemporary 
physician often is helpless. The professional also needs the co- 
operation of other individuals involved in an equal or subordinate 
capacity in professional work. In medical practice the physician 
often must rely on a host of other persons, such as other physi- 
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cians, feldshers, nurses, physiotherapists, X-ray specialists, ad- 
ministrators, and others at the professional, semiprofessional, and 
nonprofessional levels. Without their cooperation the physician 
would be unable to delegate certain tasks and would be obliged 
to engage in activities not requiring his full professional com- 
petence. The last critical area, which is the core of the profes- 
sional process itself, is the disposal of professional services to the 
client. This means that physician and patient must be brought to- 
gether in the medical relationship. 


Remuneration 


As previously mentioned, private practice has not disappeared 
from the Soviet scene. It is not, however, the major type of med- 
ical practice and, as such, will occupy a relatively unimportant 
place here. It is sufficient to note that young physicians who have 
just graduated from the medical institutes and who must “repay 
the state” for their education cannot, of course, engage in private 
practice. This is usually reserved for older physicians, particu- 
larly for specialists together with those members of the medical 
profession who have continued their education, received advanced 
degrees (such as Candidate of Medical Sciences and Doctor of 
Medical Sciences ),? and who hold academic appointments. All 
evidence indicates that physicians in this category receive remu- 
neration quite out of proportion with that received by the salaried 
doctors. Their practice is usually reserved for the upper strata of 
Soviet society, and the fees they charge are correspondingly high, 
putting them beyond the reach of the average Soviet worker. 
Their style of living is, by Soviet standards, extremely comfortable 
and luxurious when compared to that of the run-of-the-mill physi- 
clan. 

In “public,” “institutional,” “organizational,” “socialized,” or 
“Insurance” practice, the physician does not draw his compensa- 
tion directly from the patient. Rather, he receives payment for 
services either on a fee-for-service rendered basis or in the form 
of a flat salary which is paid to him from special funds appro- 
priated for this purpose. Whether these funds are contributed by 
a group of individuals or derived from taxes and other sources 
is irrelevant for the sake of this discussion. What is important is 
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that the Soviet physician receives, in most cases, a salary, and is 
expected to treat those specifically designated to receive his serv- 
ices. Physicians are hired either by the health departments at the 
different administrative levels or by the industrial organizations 
that maintain their own medical installations. They are paid by 
a scale of wages starting immediately after graduation with the 
base professional salary, that varies with seniority, the degree of 
administrative responsibility, and the location (and sometimes 
the health hazards) of his job. 

In 1955 the base pay for the physician was 600 rubles per 
month at the time he graduated from the medical institutes, in- 
creasing to 700 rubles after five years of practice and to a maxi- 
mum of 800 rubles after ten years. These rates apply, of course, to 
general practitioners with no specialty and with no administrative 
responsibilities. They are, then, the guaranteed minimum salaries 
the physician can expect.* 

No breakdown is available, however, on the range of salaries 
beyond the minimal ones at each seniority level, nor on the distri- 
bution precentagewise of these salaries among the doctors for the 
postwar years. The most recent item of information on this score 
dates back to 1935 and applies only to physicians working in the 
Russian Republic (RSFSR).® These figures are given in the fol- 
lowing tabulation for purposes of illustration and no claims are 
made that they can be projected to the postwar period. In 1935 
the base salaries were 300, 350, and 400 rubles, respectively, or 
just one half what they are today. 





1935 Percentage in each salary bracket 
salary eee Ee eee 
brackets Total 
(rubles) Cities Villages RSFSR 
3800-400 38.9 40.0 39.0 
401-550 18.3 35.7 20.9 
551~800 28.8 19.4 27.4 
>800 14.0 4.9 1.7 
a ees! = 2S ee LE eee 
Number of physicians 37,128 6,350 43,478 
Average monthly salary (rubles) 575 477 561 


If the same, or about the same, relative distribution of salaries 
held for the postwar years, the average salary would be in the 
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vicinity of 1100 rubles, with approximately 40 per cent of the pro- 
fession earning the minimum base salaries in the different seniority 
groups (800 rubles or less), and 13 per cent earning more than 
1600 rubles. Actually, these estimated figures may well be on 
the conservative side, and it is possible that base salaries have 
been increased in recent years. Indeed, the impression I gathered 
during my stay in the USSR was that the minimum salary for the 
ordinary physician was in the vicinity of 800 rubles. The average, 
however, was still consistent with the above-given estimates and 
was generally stated as 1000 to 1100 rubles. Furthermore, it was 
not unusual for a specialist to earn up to 1800 rubles a month. 
This tallies with the reports of other observers who have recently 
visited the Soviet Union.® One medical observer, C. Fraser Brock- 
ington, who was in the USSR in 1955, reports that the possible 
range of doctors’ salaries (with the exception of those doctors in 
university posts who form a small privileged group of highly paid 
physicians) is between 800 and 2000 rubles. Brockington also 
discovered that the base salary of coal miners was 2000 rubles, 
with salaries ranging up to 7000, and in five visits he made with 
a medical district physician to coal miners’ homes he found that 
the income of the household was always greater than that of the 
doctor. I was often told, also, that a qualified worker, one who 
exceeds his quota, would earn about twice as much as would the 
physician designated to treat him. 

An investigation into the purchasing power of these salaries 
would require a study in itself. The reader is referred to the list 
of retail prices given by Michel Gordey’ and more recently by 
Harrison E. Salisbury.® 

Interviewed doctors almost never failed to mention that the 
salaries they commanded were substantially lower than corre- 
sponding salaries for the “technical intelligentsia” such as engi- 
neers, architects, airplane designers, and others in similar occupa- 
tions. Not only are the base salaries for these specialists higher 
(in 1939, for instance, when the base salary for doctors was from 
300 to 400 rubles, it was 600 to 1500 for engineers in the iron and 
steel industry ),® but in addition, salaries in industry are subject 
to sizeable production bonuses as production targets are fulfilled 
and overfulfilled. Such bonuses, of course, do not exist for medical 
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the physicians, and indirectly the health of the population and 
the productivity of the Soviet worker and farmer. Yet, there have 
been, so far, no indications that any major steps have been taken 
to improve the doctor's lot. 

Of equal and perhaps even greater symbolical significance in 
appraising the living standards of the medical profession is the 
“style of living” of the doctor, particularly his housing and furnish- 
ings. In the prerevolutionary years, and to some extent during the 
New Economic Policy, physicians (particularly those in private 
practice) generally enjoyed good housing and a comfortable style 
of living. This meant either a private house or a private apart- 
ment with several rooms. The situation changed drastically with 
the start of the industrialization drive and with the housing short- 
age which that drive further accentuated. Except for famous and 
well-known specialists, most of them trained under the tsarist 
period, physicians saw their housing standards reduced to one or 
two rooms in an apartment occupied by other families. If the phy- 
sician had a private practice on the side he could sometimes ob- 
tain an extra room to see patients, but he then became liable for 
high taxes on that practice, so high, in effect, as to discourage 
all but the most successful. There again the problem is not so 
much one of renting an apartment but one of allocation of scarce 
facilities, a situation in which the doctor is competing against 
other specialists whose services are more highly valued by the 
regime. Insofar as it is possible to “buy” an apartment ( acquiring 
the right to rent one) the physician is again at a disadvantage 
because of his low salary and his inability to compete financially 
with other, better remunerated specialists. This, of course, does 
not apply, as noted above, to those well-known specialists who 
have a private practice and whose clientele can afford to pay 
relatively high fees. 

A partial solution to the housing problem of the physician lies 
in providing him (or promising to provide him) with living quar- 
ters (zhilploshchad) along with the position. This serves as an 
added incentive once his stint in the countryside is over, and once 
he has some latitude in the choice of assignment. There is evi- 
dence, however, from the medical press, that promises or even 
guarantees of living quarters often exist only on paper. So, the 
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physician, arriving with his family, must often live in crowded, 
dilapidated, makeshift quarters rather than in an adequate apart- 
ment. Two physicians, for instance, who had been guaranteed 
living quarters through an agreement between the Oil and the 
Health Ministries, complained, in the Medical Worker, that they 
had been living for a long time in the clinic consultation rooms.*4 
Apparently, in its eagerness to secure the physicians, the Oil Min- 
istry representatives had promised everything. Once the doctors 
reported to work these promises were forgotten. 

There is, for example, a ministry directive to the effect that 
from 10 to 15 per cent of funds allocated for capital repairs in 
medical installations must be used to recondition and maintain 
living quarters for medical personnel. Yet, in many instances, these 
funds are not put to use. Thus, at the Uzbek Health Ministry “not 
a single ruble” was spent for this purpose in 1950 and 1951. 
What is sometimes even worse, from the physician’s viewpoint, is 
that the health departments use these funds for “all kinds of 
needs, but not for the reconditioning of medical workers’ apart- 
ments.” 78 

As we have already seen, the situation is worse in the country- 
side, where the physician is at the mercy of the good will and the 
cooperation of the local authorities and the local health organs. 
The situation of the Soviet physician in the countryside cannot, 
therefore, be compared to that of the zemstvo physician, whose 
spirit Soviet physicians are often urged to emulate. The Soviet 
doctor finds himself poorly located on the social scale, and must 
content himself with mediocre to poor living standards and with 
being constantly outranked, interfered with, and sometimes taken 
to task by party functionaries and local authorities. Thus Dr. 
Arzhanov, the central figure of a recent novel about a Soviet 
surgeon, Ivan Ivanovich, finds himself criticized and scolded, in 
medical as well as nonmedical] matters, by the party secretary, an 
arrogant, self-styled functionary appropriately named Skorobo- 
gatov [nouveau riche}. 

Yet it should be made perfectly clear that the expectations of 
Soviet physicians are much more modest, indeed, than those of 
Western physicians. One physician, for example, a gynecologist 
who had worked in a Leningrad hospital, indicated that there 
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was no question of earning large fees and accumulating money. 
Rather, what was striven for was a certain minimum standard of 
living which, in truth, is extremely modest. It consisted of the four 
following points: to live in a warm apartment, to have two or 
three rooms of one’s own, to have enough to eat, and to have at 
least a few suits, to be decently dressed.'7 According to his testi- 
mony such demands were not always met. 

Unless the question of remuneration can be solved in the direc- 
tion of a better social and economic position for the average 
physician, whether he practices in the towns or in the countryside, 
it may be doubted that the best talents will go into medicine or 
that the Soviet physician will devote himself to his work with the 
same enthusiasm as did the prerevolutionary or zemstvo physi- 
cians. 


Facilities and Instrumentalities 


When the white-gowned and masked surgeon dramatically ex- 
tends a rubber-gloved hand to receive a gleaming instrument 
sterilized in the operation room autoclave, he is likely to take the 
instrument, the autoclave, the operation room — indeed, the whole 
hospital — very much for granted. These are the tools of his trade, 
the necessary prerequisities for operating, the sine qua non of a 
great deal of contemporary medicine. Without these he would be 
as helpless as a secretary without her typewriter or an atomic 
scientist without a cyclotron. As medicine progresses the physi- 
cian becomes more and more dependent on elaborate facilities 
and instrumentalities which he cannot himself afford. The pro- 
vision of these is a critical aspect of today’s medicine because 
they require for their construction, production, and distribution 
heavy investments in capital and labor. They cannot in any sense 
be “taken for granted,” but depend on a set of specific conditions 
that bear close examination. 

In the Soviet Union control over investment, the flow of capital, 
and the use of labor rests squarely with the regime. The deci- 
sions of the regime in the matter of investments in health and 
medicine reflect the importance of and the priority order assigned 
to that area. Thus, even with funds available the Health Ministry 
is not always in the position of purchasing the necessary items or 
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hiring the necessary personnel. Rather it is a question of acquisi- 
tion plus allocation, in which the tighter the supply the more 
important the allocation factor. At almost every point where 
health authorities must obtain facilities, instrumentalities, or serv- 
ices, they find themselves facing a priority scale so enforced, 
either formally or informally, that they must often take second 
or third place after industrial and military needs are met. 

Furthermore, in many instances grants of funds are not enough 
for the health authorities to be able to operate: they must be liter- 
ally “supported” by the local and regional organs of the regime 
and by industrial ministries and their enterprises. By “support” 
is meant cooperation on the part of nonmedical authorities, such 
as the releasing of building materials and construction workers, 
the providing of transportation, fuel, electric power, and hun- 
dreds of other items necessary in the day-to-day life of a medical 
plant which cannot, given the nature of the Soviet economy, al- 
ways be purchased on a market. In many instances such support 
is half-hearted, sporadic, or simply not forthcoming. 

Perhaps the best manner of conveying to the reader the general 
problem in this area, and of providing a background for the dis- 
cussion to follow, is to quote once more from the satirical journal, 
Krokodil, this useful (and sometimes even humorous) mirror of 
the more ludicrous, nonpolitical, aspects of Soviet reality. 

Entitled “At the Doctor's,” the story takes place in the dental 
office of a young lady dentist and former komsomol. In comes the 
Chairman of the City Soviet with a painfully swollen jaw. Dur- 
ing the entire course of the treatment the dentist pitilessly badgers 
him for the manner in which he is performing his duties. “Open 
up wider,” she tells him, and goes on to remark that she did not 
keep others from speaking up at meetings. Noticing that his teeth 
are in awful shape, she remarks that “they look good at first 
glance, just like our city; the main streets look fine, but not the 
side streets.” She then complains about the lack of medical equip- 
ment and adequate buildings: “We doctors feel so bad about the 
conditions under which we must work.” When she hits a sensitive 
spot and he grimaces in pain, she grimly goes on: “This is a 
very important tooth, just like, let's say, a clinic in town.” She 
then proceeds to describe how ramshackle the clinic is, how badly 
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located it is, and how it should be moved to the center of town. 
As the chairman feels the pain subside, he reflects that, indeed, 
at a meeting of the local soviet he did not give her a chance “to 
open her mouth.” In the meantime she continues: “We will put in 
four fillings, and we will do a better job than the one you did 
repairing the sidewalks. For example, near the theater it’s terri- 
ble, there is a gully. What is needed is a bridge. Shall we put in 
a bridgeP” As the chairman readily assents, she interrupts, say- 
ing she meant a bridge in his mouth. But as to the bridge near the 
theater, she had had something to say at the meeting, but he had 
told her not to interfere in matters that did not concern her. As 
she Jeads him out of the office, she cautions him not to eat for 
two hours, adding as a coup de grace that “communal dining halls 
are pretty bad around here.” He promises to take action, adding, 
in a feeble attempt at humor, “Let’s keep this between ourselves, 
professional secret, you know!” 18 

Although the story hits primarily at those officials who are too 
pigheaded to accept criticism and suggestions from citizens and 
resent interference (umeshatel’stvo), it also hits at their lack of 
interest and attention to matters which they feel are unimportant 
and of little concern to them — in this specific case, the provision 
of adequate buildings for the health organs. These matters are, of 
course, forcibly brought to their attention when they themselves 
need medical attention and when doctors, so to speak, can “hit 
back.” It is only then that these “bureaucrats” begin to realize 
how important medical services are. In another case, also re- 
ported in Krokodil but nonfictional this time, the director of a 
state farm had a seizure while visiting the farm. He was told the 
physician was away on calls. After two hours of waiting the direc- 
tor inquired about the cause of the delay and was told that the 
doctor was making his rounds on a cart pulled by two oxen. When 
the director exploded, asking, “Who is the idiot who gave the 
physician oxen to move about?” he was informed that he himself 
had given that order.’ These two stories, one fictional, one true, 
are indicative of the general spirit in which local officials tend to 
approach their responsibilities vis-a-vis the health organs. 

In a formal way, it is of course the Health Ministry for the 
USSR which is responsible for initiating, planning, supervising, 
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and in some cases financing and constructing medical installations. 
As can be seen from Chart 1, there is an Administration of Capital 
Construction, and similar departments are presumably found in 
the republican health ministries and their subordinate health de- 
partments. These units oversee the construction of medical plants, 
either directly by contracting with building organizations or 
“trusts,” or indirectly by proposing and insisting that such facil- 
ities be erected by the organs of the soviets, industrial ministries 
and their enterprises, and by other administrations. 

Ministry construction proceeds according to a general plan cov- 
ering the entire territory of the USSR. Portions of this plan are 
assigned to the different republican health ministries where they 
are further broken down and farmed out to the different health 
units at the regional and local levels. Contracts are then let with 
construction organizations for the erection of these facilities. 

A major part of medical construction is also the responsibility 
of industrial enterprises which are obligated “during the con- 
struction of new, or renovation or enlargement of their facilities, 
to build simultaneously hospitals, polyclinics, and prophylacteria 
for the workers of these industries [as well as] creches and kin- 
dergartens [for their children].” 7° 

This is the manner in which, formally speaking, construction 
must proceed. In actuality, this construction is hampered by a 
series of factors. In many instances there is simply failure on the 
part of the industrial ministries and the local soviets to set aside 
the necessary resources, both in funds and personnel, to under- 
take the building of medical facilities. It must be assumed that 
the obligations, in terms of the construction of roofed facilities, 
are greater than the resources available, and that perhaps it is at 
the local level of the soviets and the industrial plants that the de- 
cision is made to make medical facilities wait. The medical press 
indicates that failure to build medical installations will lead to 
much less severe consequences for local officials than, for instance, 
failure to build facilities needed for industrial purposes, Accord- 
ing to the Medical Worker, a mine that is not put into operation 
on time will expose the responsible parties to dire consequences, 
whereas “for failure to build a clinic they will get, at worst, a slap 
on the wrist.” 21 The official attitude, according to the Medical 
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Worker, is that hospitals are “trifles’” when compared, for exam- 
ple, to mines and factories, if only because “on those we spend 
millions of rubles, but a hospital, that’s unimportant.” *? 

In some instances funds are earmarked for the building of med- 
ical facilities either by the soviets or by the industrial ministries, 
yet construction does not proceed for a variety of reasons. This 
may be due to the pressure of other commitments and scarcity of 
resources, in which case medical work is regarded as “unimportant” 
when compared to other tasks.?? In some cases the funds avail- 
able are not enough to obtain the necessary materials. In one 
instance, for example, the construction of a village hospital was 
completely abandoned because of the impossibility of obtaining 
the necessary wood. Instead of the wood’s being supplied, the 
money was returned.** In another instance, the chief physician 
of a bone-tuberculosis children’s sanatorium was allocated the 
sum of 33,000 rubles for urgent repairs. On April 1, 1953 this 
physician asked the Executive Committee of the Soviets to in- 
clude the sanatorium in its repair plans. The question dragged 
on until June 6, when the following communication was received: 


The Executive Committee of the City Soviet has examined your re- 
quest for the repair of the children’s sanatorium in accordance with the 
33,000 rubles at your disposal. Due to the overload of the construction 
workers of the bureau “Oblzhilkommunstroi” your application is denied. 

Chairman of the Executive Committee, Shishkin.25 


Similarly, in 1953 the Metallurgy Ministry failed to use 71,000,000 
rubles that had been earmarked for the construction of medical 
facilities. The same situation was also alleged to exist in other 
industrial ministries.?® 

It also often happens that, in the midst of construction, either 
the funds run dry or personnel and other resources are diverted 
to more “important” tasks. Thus, for instance, in a Belorussian 
village the walls for a hospital were erected, and then construc- 
tion was abandoned. A letter of the Belorussian Health Ministry 
to the Chairman of the Executive Committee of the Regional 
Soviet (which was in charge of the construction company ) failed 
even to elicit a reply. “Obviously,” the report in Medical Worker 
continues, “he considers constructing hospitals a matter of sec- 
ondary importance. But if it were a matter of the construction of 
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industrial enterprises, apartment houses, or schools, he could not 
have remained silent for long.” 27 

The tone of this and many other similar reports leaves little 
doubt that there is a great deal of interadministration jealousy 
because of competition for scarce resources. In particular, the 
reference to “schools” (another area of secondary priority) indi- 
cates that those who have to fight for the crumbs fight hardest 
among themselves. 

Once medical buildings have finally been erected, there is often 
a tendency to neglect repair and maintenance. Thus, in a letter 
appropriately entitled “The Forgotten Hospital,” I. Gluz writes: 


The Pustomytovsk district hospital looks miserable. The building has 
falien into decay. Floors on the first story are swollen from dampness, 
the walls and ceilings are cracked. The sum granted for repairs last 
and this year was so small that it was only possible to whitewash the 
rooms . . . it is rumored that the building of a new district hospital 
will begin in 1953 and that, consequently, there is no need to repair 
the old one. Strange logic! It looks as if the district does not need the 
existing hospital — it does not matter if it decays! 28 


In addition to the repair of medical facilities the local soviets 
are usually expected, particularly in the rural districts, to furnish 
medical facilities with basic maintenance services such as fuel, 
light, and transportation. Such services are often nonexistent or 
insufficient.” In some cases there is no clear-cut decision about 
which authorities are responsible for the building or maintenance 
of medical facilities. An example of such jurisdictional confusion 
is the question of whether the clinic and the outpatient depart- 
ment at a sugar refining plant in the Kursk region should be re- 
paired by the Executive Committee of the District Soviet or by 
the Sugar Trust to which the plant is attached. Meanwhile, of 
course, no work is being done.*° 

Or it may happen that buildings are requisitioned through bu- 
reaucratic action by directives from the party and the soviets. Here 
again the priority order will determine, in a scarcity situation, 
which organizations and institutions will obtain needed facilities. 
What has often happened, to judge from instances reported in 
the press, is that at one time or another medical facilities have 
simply been taken over by other organizations (the party, indus- 
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trial enterprises, and even the soviets) and have not been re- 
turned to the health authorities. The Medical Worker, discussing 
the need for improving medical services in the Rostov-on-Don 
region, says that wartime destruction is to blame for the inade- 
quacy of medical facilities, but of course that is too convenient an 
excuse for other deficiencies. Thus, “the district health depart- 
ment raised no objection when premises which formerly had 
been under its jurisdiction were taken over by other administra- 
tions, among which was the Executive Committee of the Soviets. 
The large Lenin district remains without a hospital, while the 
buildings of the health department are not returned to their legal 
owner (khoziain) under all sorts of specious pretexts.” 9! It can 
be seriously doubted that the district health department “did not 
raise any objections,” as the article reports. Or if it did not, it 
was because it knew that such objections would be futile. 

The whole question of medical buildings must have become so 
confused that the Health Ministry felt compelled to establish a 
control commission attached to the Administration for Construc- 
tion. This commission was given the responsibility of constantly 
analyzing how medical construction is proceeding all over the 
Soviet Union, what are the causes of delay, and who are the 
parties responsible.’? Furthermore, health officials in the local- 
ities where medical construction is proceeding are urged to appear 
at the construction sites and to see to it that the work is actually 
being done. They also must “go after” industrial enterprises and 
insist that they fulfill their obligations in this sphere.** 

In their attempts to enlist the necessary support for their work 
the health authorities literally plead with industrial organs, the 
soviets, and the “Soviet collectivity” to assist them in the perform- 
ance of their tasks. (The “Soviet collectivity” is a catch-all phrase 
denoting the sum total of voluntary and semivoluntary activities 
of Soviet citizens on behalf of “their government.” ) #* These pleas 
are justified in terms of and in the name of the goals of the regime. 
Time and again the medical press (and sometimes the lay press, 
too) points out that the health of the population is indeed an im- 
portant building block in the fulfillment of the Soviet leaders’ 
plans, and that this health can be safeguarded only if the physi- 
cian is actively supported by other members of Soviet society. 
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Addressing themselves in particular to industrial ministers, the 
authors of a report in the Medical Worker write: “May we remind 
the heads of enterprises and ministries of the simple fact that the 
fulfillment of the state plan depends, in significant measure, on 
the health services of the miners, metal workers, and lumber 
irene * 2° 

Finally, the trade-unions, whose primary mandate (officially 
speaking ) is the welfare of the salaried population, are urged to 
attempt to convince management of the importance of devoting 
some resources to the construction of medical facilities. Most 
often, however, trade-union leaders tend to adopt the attitudes 
of management and to reach a modus vivendi with factory off- 
cials. These leaders are then accused by the health authorities of 
“loving the quiet life,” of not wanting to interfere, and of not 
concerning themselves with delays in construction.*® 

It is probably true that the health authorities, and particularly 
the physicians in positions of responsibility, have an interest (and 
often a vested interest) in their work and a natural tendency to 
assume that they are being deliberately slighted by the organs of 
power. They resent the lack of cooperation on the part of the 
authorities and the contemptuous attitude displayed by those 
engaged in more “important” activities. As a result they may tend 
to exaggerate, in their letters and reports which regularly appear 
in the Medical Worker, the extent to which their work is mini- 
mized. Yet, it may be assumed that in the majority of cases the 
complaints are fully justifiable and are quite symptomatic of the 
regime's approach to the entire matter. Furthermore, there is no 
doubt that the industrial and Soviet officials look upon the efforts 
of the health officials with some amusement and perhaps with 
the irritation reserved for poor but pesky relatives. Only a change 
of policy in the direction of greater resources devoted to the 
welfare of the population might change this situation. 

In addition to the facilities in which the physician must prac- 
tice, he also requires instrumentalities with which to do his work. 
Let us now examine the two most important instrumentalities: 
pharmaceuticals and medical instruments. 

One of the first steps taken by the new Soviet regime in the 
realm of health services was to nationalize the pharmacies. The 
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next step was to increase the domestic production of drugs in 
order to meet the needs of the population and to end dependence 
on foreign sources of supply. Before the revolution, according to 
Semashko,*" 59 per cent of the total value of drugs consumed in 
Russia, to the amount of 19,300,000 rubles, was imported from 
abroad. By 1927-28 only 12 per cent was imported; in 1933-34, 
only 3 per cent; and by 1941 this percentage was reduced to al- 
most zero. However, according to the testimony of interviewed 
physicians, and other evidence in the Soviet press, most pharma- 
ceuticals are often in short supply and of inferior quality. This 
appears to be both a manufacturing and a distribution problem. 

Manufacturing takes place in state enterprises and is subject 
not only to the overbureaucratization and constrictive red tape 
that often plagues Soviet industry but also to the low priority 
order reserved for the medical field. Most pharmaceuticals are 
manufactured either under the supervision of the Health Minis- 
try or by contract with other organizations. In 1946 a separate 
Ministry of the Medical Industry was created in the hope of im- 
proving the process. Apparently this did not improve matters, and 
at the present time manufacturing is again under the supervision 
of the Health Ministry and supervised by a Chief Pharmaceutical 
Administration. During the first twenty years drugs were gen- 
erally dispensed free of charge on a physician’s prescription. In 
the middle thirties payment for pharmaceuticals was re-estab- 
lished, except when administered to a hospitalized patient or to 
those suffering from communicable diseases (such as malaria or 
syphilis ).8° Even Sigerist, who tends to look very favorably on the 
Soviet medical system, says that patients have often found the 
price high and sometimes failed to purchase the prescribed 
drugs.*® The decision to restore payments according to one of the 
interviewed physicians, caused great concern among medical per- 
sonnel because it was realized that among those with a low in- 
come there would have to be a choice made between food and 
drugs.*® The rationale behind this decision was probably the 
same that prompted England to begin charging for prescriptions 
and other medical supplies: increased costs. The increase may 
be due to the tendency of physicians themselves to prescribe too 
freely when they know the cost factor to the patient does not 
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enter into account. At the same time the patient may be more 
wasteful when he does not have to pay for a prescription. As 
Lewis and Maude remark, “It remains to some extent true that 
with health as with any other commodity, people will take more 
free than they will ever buy, even if they can afford to pay.” * 

The shortage (and also the high cost) of pharmaceuticals is 
one of the perennial problems that plagues the physician in his 
attempt to cope effectively with illness. He knows that a patient 
requires a certain drug, but also realizes that it may not be avail- 
able in the pharmacy, or if it is, that the cost for the patient may 
be prohibitive. Typical of the problems in this area is the follow- 
ing case reported by a doctor who worked in Middle Asia in the 
late thirties: 


Once a Kazakh teacher came to see me and asked whether I wanted 
to help his sick people, or what was I sitting there for, anyway. I re- 
plied that I wanted to help, but what more could I do? He said, “Why 
do you write such prescriptions that cannot be filled by the pharmacy?” 
The pharmacy had nothing available. However, the man at the phar- 
macy must say: “We do not have that drug,” although he had nothing 
at all. And it looked as if the doctor was doing it on purpose. I ex- 
plained it all to him. To convince him, I told him I would write four 
prescriptions and see what would happen; he would see who was 
really responsible. So J gave four prescriptions and he went through 
the line four times and got nothing.*? 


More than twelve years later, and over four years after the end 
of the war, the situation did not appear to have improved rad- 
ically. Thus, at the conference of Tadzhikistan’s medical workers 
it was remarked that in certain drugstores one cannot obtain even 
the simplest medicines which are in wide demand by the popula- 
tion. “I am not afraid to make a mistake in a prescription,” bit- 
terly remarked the chief physician of the Shaidansk Hospital, 
I. A. Schaterovschvili. “In our drugstore they prepare only two 
or three types of remedies, and for the last two years I have been 
prescribing to my patients only one and the same kind.” *8 

In countless letters and articles, both patients and physicians 
complain of the unavailability, the poor quality, and sometimes 
the high prices charged for pharmaceuticals. Perhaps indicative 
of the state of affairs is the following letter, written by a doctor 
who was vacationing in the resort town of Yalta: 
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Having come to Yalta for a cure, I am convinced that the local phar- 
macies are working badly. Cotton (sterile) cannot be had at all. 
Bandage gauze is found with difficulty. At Drugstore No. 26 there is 
no phenacetin, no luminal, etc. Zinc oxide is totally absent. No phar- 
macy has menthol, sage, or anise extract. . . You enter Drugstore 
No. 97 to buy penicillin. They ask for the doctor’s prescription. . . 
But next door at Drugstore No. 27, penicillin is sold freely; it is even 
exhibited in the showcase, in the full sunshine, at a temperature of 
35° [centigrade].4# 


Other letters complain of the impossibility of obtaining stand- 
ard medical items such an bandages, aspirin, rubbing alcohol, 
and other similar supplies.*° As recently as 1951 the Minister of 
Health felt compelled to criticize, publicly, the poor quality of 
pharmaceutical goods. He mentioned the word “sabotage” in ref- 
erence to the production of drugs, mix-ups in pharmaceuticals, 
chloroform of poor quality, prescriptions incorrectly filled, mis- 
labelling of products, and pharmacies without precision scales. 

With the reintroduction of payment for drugs, and stricter ac- 
counting methods in the Soviet Union, the pharmacies have been 
put on a self-liquidating basis; this means that they must show a 
profit at the end of their accounting year. This has led to a series 
of semilegal and illegal practices that seriously interfere with the 
distribution and retailing of drugs. In order to increase turnover 
and profits pharmacies have, in good capitalistic fashion, begun 
to stock all kinds of goods that have little relation to pharmaceu- 
ticals, such as shoe-shine wax, safety pins, and dry goods, a pat- 
tern strikingly similar to that of the American drugstore. The 
Soviet lay and medical press have also concerned themselves of 
Jate with mounting cases of irregularities and embezzlements in 
the pharmaceutical administration. Through certain bookkeeping 
operations the cost to the patient is doubled; in other instances 
only expensive drugs are produced and stocked, whereas stand- 
ard items remain unavailable.*® At the same time, new drugs 
which are heralded as achievements of Soviet science do not go 
into production fast enough. Thus on December 15, 1952, Pravda 
itself took up the problem in its leader, stating that the Health 
Ministry of the USSR “exhibits many ffgrant examples of the 
incorrect attitude toward the broad dissemination of the achieve- 
ments of science. The slowness in the preparation of new effective 
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medical preparations is intolerable.” These deficiencies in the 
production and distribution of pharmaceuticals considerably in- 
crease the handicaps under which the Soviet physician must work. 
In many cases they paralyze his efforts and are detrimental to 
the society’s ability to meet the threat of illness. 

The same situation appears to exist in the production and dis- 
tribution of medical instruments. In the production of domestic 
medical instruments, however, the Soviet Union has progressed 
more slowly than in the production of drugs. This may be due to 
the fact that in prerevolutionary Russia practically every medical 
instrument was imported from abroad. In the years 1930-1931, 
even though imports were kept at a minimum, 31 per cent of 
medical instruments came from outside the Soviet Union.*7 At 
the present time the production of instruments is under the juris- 
diction of a Chief Administration of the Health Ministry. 

Most interviewed doctors took a dim view of the supply and 
the quality of the instruments they had to use. Typical, perhaps, 
are the following comments made by a plastic surgeon: 


In our clinic many instruments were worn out. The clamps did not 
work. To obtain new ones there was a lot of work. You had to describe 
the state of the old ones. If you asked for twenty, you might get 
five. . . At all times there was a shortage of instruments and their 
quality was too low. [Question: Were they Soviet-made instruments? ] 
Yes, the majority of them were made in Kharkov, Leningrad and Mos- 
cow. It is only of late date that they started making them of stainless 
steel, which is much better than chrome. . . If our clinic received a 
new instrument the entire staff looked at it as if it were a miracle.*® 


This feeling of having witnessed a minor miracle at the sight of 
a much needed piece of medical equipment was also present 
(but, alas, of short duration) in a letter that a Dr. Glazman from 
the Bryansk Province sent to the Medical Worker in 1951. 


It was a real celebration for us when the hospital received an X-ray 
machine of the most recent design, the R-U-M 2 No, 422, made by 
the Moscow Manufacture. We proceeded to set it up... but... 
the screen was broken, the metallic frame was split in two spots, the 
lead protective shield was in pieces. A report was sent to the factory. 
The factory answered, “Send 1,300 rubles, return the screen, and we 
shall send you another one.” The screen was returned, the money re- 
mitted, and again we received a damaged screen. On February 1 we 
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tried the transformer, which was not in working condition. Thus, 
through the mistakes of saboteurs at the factory, our hospital remained 
without an X-ray machine.*® 


Criticism of the medical industry is not confined, however, to 
the medical journals but is given broad dissemination in the gen- 
eral press as a problem of national significance. Apparently, the 
regime hopes that by “exposing” certain blatant defects the per- 
sons and organizations concerned will do their utmost to remove 
the deficiencies. Thus, for example, in 1949 the Literaturnaia Ga- 
zeta published a “Letter from a Doctor,” containing a series of 
specific complaints directed at the medical industry. The doctor 
complained that the treatment of patients was complicated by the 
lack of the most elementary equipment and drugs, and that if 
equipment was available it almost invariably was defective. In 
conclusion the author wrote, “Nobody will believe that the work- 
ers of our medical industry, who have solved the most compli- 
cated problems, cannot equip the doctors with all they need for 
their work.” °° This letter, obviously, must have been printed 
with the approval of higher authorities and caused some stir 
among official medical circles. A month later Literaturnaia Gazeta 
came out with “An Answer to the Letter from a Doctor,” in which 
it was said that the complaints were justified, the guilty parties 
had been punished, and an order issued immediately to supply 
the needed items. 

This episode is in itself not too different from the one related 
by a Ukrainian doctor who worked in Middle Asia before the war: 


It once happened that one of my colleagues broke her stethoscope. 
You know, it was not the type they have in the United States, with 
rubber tubes. It was a siete instrument, in wood, resembling a trum- 
pet. . . This doctor had nothing to listen with and the patients were 
dissatisfied because they liked this kind of instrument and if you don’t 
have it they don't trust you. Even a thermometer under the arm makes 
them feel better. She did not even try to buy the instrument where 
she was; it would have been stupid to attempt it. . . She wrote to her 
parents in the Ukraine, asking them to send one by air mail. But they 
could not buy one. . . She borrowed one from the neuropathologist 
and wrote all over the Ukraine, but the answer always was, “We will 
get one later, but not now.” And the pathologist kept asking for the 
instrument. Finally I told her: “Let’s write to Krokodil.” She wrote, 
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and within two weeks she got that type of stethoscope which I de- 
scribed above, that is, with the rubber tubes. It was sent from the editor 
of Krokodil. Another colleague, who got wind of the story, wrote to 
them, but this time there was not even an answer.®! 


It may be presumed that these two episodes are not unique. 
Sometimes the exasperated physician may be bold enough (or 
receive enough party support) to make the situation known to 
the authorities (who probably knew it all along) by writing a let- 
ter to a widely circulated journal. There is then a great show of 
indignation, accusations are leveled at the “guilty” parties, and 
the necessary instruments are procured outside regular channels 
and dispatched where they are needed. The regime has demon- 
strated its concern for the “welfare of the toilers” and its con- 
tempt for the parasitic bureaucrats who do not do their work 
conscientiously. Then a few months later the furor abates and 
the situation returns to normal. For instance, one year after the 
“Letter from a Doctor” was published Trud printed an article 
entitled “Vicious Circle,” severely attacking the medical industry 
“which does not move forward, and sometimes produces less than 
in previous years, while other industries consistently raise their 
production.” 5? Here again, secondary priority given to the med- 
ical field, heavy bureaucratization, lack of initiative, dodging 
personal responsibility, indifference, lack of qualified personnel 
and insufficient funds and machinery, all conspire to make the 
supply of medical instrumentalities a critical problem. Failure to 
equip physicians with the proper equipment thus results in the 
“trained incapacity” to which reference has already been made. 
One example will suffice: according to an article in the Medical 
Worker, ophthalmologists are in great need of specialized equip- 
ment; the representatives of the medical industry promised to 
“flood the land” with instruments, showing catalogs and even 
new models. In the rural districts, however, there are until now 
practically no instruments for eye operations. Thus, in one local- 
ity fifteen doctors trained at the Bashkirsch Trachomatical Insti- 
tute are jobless because of the lack of equipment.® 

Of course, the reverse also happens: the equipment is there, 
but there are no specialists to operate it. This is precisely the 
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type of predicament reported in the following letter in Krokodit: 


Six years ago our mine was to be equipped with X-ray equipment. 
Five years ago we complained to the Khabarovsk Health Department, 
to the Health Ministry, and to the Ministry of Nonferrous Metals on 
the one-year’s delay in obtaining the equipment. Four years ago we 
described the two-year delay, three years ago the three-year procras- 
tination, two years ago we wrote about the four-year bureaucratic 
tangle on the same X-ray equipment, and a year ago we received the 
apparatus; but now, dear Krokodil, we are complaining for the yearly 
delay in having an X-ray specialist assigned to us. We have sent our 
own man to learn this difficult occupation. They trained him and as- 
signed him elsewhere. What are the prospects for this year? 54 


Finally, one may wonder to what degree shortcomings and de- 
ficiencies as reported in the Soviet press reflect the actual situa- 
tion. Interviewed physicians tended to report that only a small 
proportion of the shortcomings were reported in the press. But 
it must be assumed that their testimony was colored by their 
attitudes toward the regime. On the other hand, there is no rea- 
son to assume that the regime intentionally darkens the picture 
more than is necessary. If, as Schulz reports,®5 no other field of 
public health has been given so much space and attention dur- 
ing the last few years, it must be because not all is well on the 
instrumentalities front. Indeed, as he further notes, every issue 
of the Medical Worker has carried one or two lengthy articles 
and a number of short notices concerning this problem. In 1955 
alone, the journal devoted 14 of its 104 editorials to conditions 
in the medical industry. At the same time a case must be made 
for the frankness of the criticism as aired in the Soviet medical 
press. It may well be that health services, officials, and physi- 
cians are a fair and a “safe” target of attack and that those whose 
names and departments have been singled out for criticism will 
endeavor to remove the causes of such criticism. In many cases, 
however, the system appears to be such that, short of a radical 
overhaul in the regime’s approach to such matters, substantial 
and lasting improvement cannot be expected. In one sense, the 
whiplash of scathing criticism is expected to be a functional 
equivalent to the threat of a loss of profit as would be experienced 
by a “capitalistic” firm constructing facilities and supplying equip- 
ment. 
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Cooperation 


At the beginning of the preceding chapter a surgeon was pic- 
tured extending his hand to receive a needed instrument. No 
mention was made of the fact that there must have been someone 
to hand him the instrument, someone to sterilize it in the auto- 
clave, someone to hold the retractors, to administer anesthesia, 
to wheel the patient into the operating room, as well as many 
other individuals who form the medical team. Their presence is 
also apt to be taken for granted, and yet the problem is that the 
physician “in charge” must secure relationships of cooperation 
with others who are involved in the same process.** The physi- 
cian is in the position of issuing orders to other physicians, or to 
subordinate medical personnel. He may, on the other hand, be 
receiving orders or suggestions from other colleagues more quali- 
fied by training or seniority than he. In medical practice gener- 
ally, it is assumed that securing the cooperation of medical per- 
sonnel and asserting authority over that personnel is predicated 
on the needs of the medical situation alone and on clearly recog- 
nized universalistic norms such as superior skill, knowledge, and 
competence. In the ideal case no other considerations should be 
allowed to intrude. 

In Soviet medicine there is one nonmedical consideration that 
transcends all others and contributes to undermining cooperation 
among medica] personnel and to upset lines of authority: this is 
membership in the Communist Party. Since this membership 
seriously threatens cooperation between physicians and between 
senior and junior medical personnel, it deserves special consider- 
ation. At the same time it serves to illustrate what happens when 
nonspecific and nonprofessional considerations are allowed to 
interfere with a professional process. 

Cooperation between Physicians. Generally speaking, inter- 
viewed physicians indicated that there was a great deal of soli- 
darity and cooperation among physicians both socially and profes- 
sionally, even though (and perhaps precisely because) there were 
no formal associations to band them together into a corporate en- 
tity. To this, however, they mentioned one major exception: rela- 
tionships with those physicians who had become members of the 
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party. Although there are, in terms of percentages, fewer party 
physicians than party engineers or other technical specialists it is 
still true that approximately 1 physician in 5 is a member, as 
against a ratio of 1 to 33 for the total population. It was seen 
earlier that party physicians naturally tend to gravitate to posi- 
tions of responsibility in medical institutions and in the medical 
bureaucracy of the Health Ministry. Thus, there is a substantial 
proportion of party physicians in a position to give direct orders 
to nonparty physicians by virtue not only of their formal position 
in the medical system but also of the generalized and diffuse 
power with which every party member, almost by definition, is 
endowed. In general, interviewed physicians considered party 
physicians outsiders with whom it would be dangerous to cross 
swords, medically or otherwise. 

As one doctor succinctly put it: “If a physician was a party 
member, he was distrusted because a party physician was always 
forced, or obligated, to serve his party and nothing else. But this 
distrust could not be expressed. You just had to behave politely.” 5 

The feeling that party doctors have somehow betrayed the pro- 
fession by swearing allegiance to another group was quite evident 
in the words of another doctor: 


Many doctors had to enter the party for different considerations. A 
small percentage went into it because of ideological considerations, be- 
cause they felt attracted toward it. Others entered to promote their 
careers, and some entered just to save their lives and the lives of their 
families. The careerists and the sympathizers were completely apart 
from the mass of physicians . . . they were . . . fairly isolated. . . 
I know of some cases when the fact that the doctor had joined the 
party did not change the attitude of the doctors toward him. But as a 
rule, to join the party would mean to isolate oneself from the other phy- 
sicians, and if Soviet society had not been dominated by the Com- 
munist Party and government, the masses of the doctors would have 
openly criticized and abandoned the members of the party among their 
ranks . . . each doctor who met another doctor who belonged to the 
party was always afraid. He tried to keep the contact as short as pos- 
sible in order to reduce the conversation and therefore the danger. . . 
Each doctor who was a member of the party was promoted upwards 
. . . the party is happier when it gets good administrators rather than 
good physicians.*® 


It is easy to see how, in the performance of medical duties, and 








Prerequisites for Medical Practice 127 


particularly at controversial points, this factor may hinder the 
nonparty physician in his work. Medicine, like any other profes- 
sion, is one in which the scientific approach must predominate 
and one which flourishes best in an atmosphere of free inquiry, 
skepticism, and the search for facts rather than doctrine, dogma, 
or political considerations. The very fact that the nonparty physi- 
cian must defer, in medical as well as other matters, to the party 
physician must be a source of strain for the former. This must 
be particularly true when the party physician makes a mistake 
affecting the health of the patient. Medically speaking it is of 
course the duty of the nonparty physician to speak up his mind, 
but politically speaking such a course of action might land him 
in hot water. As one physician simply described the situation: 
“The nonparty doctor is afraid to get into conflict with the 
party physician.” °° 

There is, of course, a way of coping with such party physicians, 
but it may involve giving up one’s personal and medical integrity. 
One surgeon, for example, worked during the war in the gas- 
gangrene section of an evacuation hospital. There was, in the 
same department, a woman doctor, the wife of the NKVD [secret 
police] chief of the region. She belonged, of course, to the party; 
she had worked as a physician for a considerably shorter period 
of years than the interviewed doctor and was, moreover, a general 
practitioner rather than a surgeon. 


Although I did all the work, she was responsible for the department 
and her word was law. I tried to be on the best of terms with her and 
on the surface we had the best of relationships. I could not disagree 
with her even on medical subjects. If I had quarrelled no one would 
have helped me. You had to be a good diplomat. . . If she insisted on 
something, even something medical, I would give in. . . It was not 
recommended that you should oppose a party doctor ... a party 
member is a big shot and always right.®° 


There is, thus, a psychologically explainable tendency for the 
power of party membership to “spill over” into the professional 
field. It is perhaps because party physicians are not so secure in 
their medical knowledge that they try to impose their way of 
thinking upon others and feel personally threatened and chal- 
lenged if their medical judgment is questioned. It should be 
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recognized that the physician who has joined the party, either 
from ideological belief or for opportunistic gains (or even be- 
cause he was forced into it in one way or another ),*! injects into 
the practice of medicine an alien element and alien considera- 
tions, since his prime allegiance is now to the party rather than 
to his colleagues or to “medicine.” In addition, the party physician 
represents a threat to the establishment and maintenance of lines 
of authority based on competence and introduces criteria of pro- 
fessional behavior which are in basic conflict with traditional 
medical and collegial ethics and which can only be prejudicial to 
medical work, the welfare of the patient, and the self-respect of 
the physician. It may be expected, however, that with a “settling 
down” of the system this type of interference will diminish and 
that professional criteria again will dominate, largely unchal- 
lenged by nonprofessional, political considerations. 

Cooperation between Physicians and Ancillary Personnel. In- 
dicative of the growth and development of modern medicine 
throughout the world is the remarkable increase in the number of 
auxiliary medical personnel who assist the physician and to whom 
a series of functions are delegated. There were in 1900 eleven 
physicians in the United States for each graduate nurse, as op- 
posed to two graduate nurses for each physician in 1940.°* The 
same spectacular changes have also taken place in other sub- 
professional medical specialties. This is true in the Soviet Union 
as well. There were, on the eve of World War II, more than 400,- 
000 semiprofessional medical personnel, or about three to each 
physician.® 

In addition to delegating authority, the physician exercises, 
and must exercise, authority over ancillary medical personnel. 
This authority should be unchallenged (in the specific profes- 
sional sense, of course), and orders should be executed with ex- 
actitude and promptitude. This goes without saying in a profes- 
sional field like medicine, where human lives are in the balance 
and where the procedures used can very easily become lethal 
instruments. Furthermore, it is the physician and the physician 
alone who ultimately bears the responsibility for the patients un- 
der his care and for the actions of subordinate personnel. Thus, 
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responsibility and authority cannot be divorced from each other 
without seriously impairing the efficiency and effectiveness of the 
medical man. In Soviet medicine this authority may be threat- 
ened by the power which subordinate personnel who are party 
members have over all those who are not party members, includ- 
ing their own professional superiors. This comes to pass mainly 
as the result of a typically Soviet institution, which has already 
been mentioned in connection with letters of complaint to news- 
paper editors: samokritika, or Bolshevik self-criticism. This means, 
in the broadest terms, the ability on the part of anyone to report 
shortcomings, bureaucratic red tape and inertia, or even sabotage, 
the correction of which will improve the Soviet system. This criti- 
cism must, of course, steer clear of political issues and is mostly 
confined to day-to-day problems. In medical institutions the 
Union of Medical Workers must strive to improve the work of 
the “medical workers.” One of the ways in which this is done is 
by calling for meetings or assemblies of the entire medical per- 
sonnel after work hours, attendance at which is, for all practical 
reasons, mandatory. There, in the interests of better medical serv- 
ices, medical workers are encouraged to scrutinize each other's 
work, to offer suggestions, and if need be to expose laxity, negli- 
gence, and other grave infractions. In some cases these assem- 
blies also serve as “comrades’ courts,” where quarrels are ironed 
out, and where “unbecoming” conduct is examined and judged. 
It must be remembered that these assemblies are attended by 
professional, semiprofessional and nonprofessional personnel. It 
is thus easy for subordinate medical personnel, and particularly 
for those who belong to (and perhaps may be prompted by) the 
party to criticize the work of physicians. In addition, this may 
give an opportunity to many “to get even” with superiors who 
may have displeased them, or whose orders, behavior, or per- 
sonality, may have offended them. As one doctor explained it, 


Also, often [medical authorities] tried to get junior medical person- 
nel to attack doctors; they gathered the physicians, the attendants, the 
nurses, down to the janitors, and they started this “self-criticism.” In 
those meetings any nurse could attack or insult a doctor, and this 
doctor had no right to feel insulted, and whatever he later would do 
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or say to this nurse, she could always tell him he was doing it because 
of the statements she had made at the meeting. Thus the people who 
worked in the same collective hated and feared each other.® 


For releasing pent-up aggression and the tensions that accom- 
pany teamwork in a field as full of uncertainties as medicine, this 
may be an excellent device. However, from the viewpoint of both 
controlling the situation as far as the physician is concerned and 
maintaining the necessary discipline and enforcement of orders, 
this system may be ruinous to the physician’s morale. If the physi- 
cian is at all times to fear that whatever decisions he takes in the 
medical field may be brought up by an overzealous individual in 
one of these assemblies, and that he will have to defend his ac- 
tions and justify the measures he took, the atmosphere of lack 
of mutual trust and confidence may well make effective work 
difficult. At the same time, those who belong to the party or 
komsomols may be particularly eager to demonstrate their “vigi- 
lance” and their alertness to “enemies of the people” in profes- 
sional garb. Consequently the situation may become unbearable. 
Needless to say, accusations such as we have described often lead 
to trials, or semblances of trials, in which the physician has to 
defend himself with all the resources at his command. A de- 
scription of such a “trial” has been given by Harry and Rebecca 
Timbres. It took place at a meeting of a medical workers’ union 
in a factory seven hundred miles east of Moscow in 1937. As the 
authors relate it, 


After the regular business had been disposed of, the chairman said 
slowly, “Comrades, we have a very serious matter to discuss together. 
The morale of our union is being lowered by the actions of two of 
our doctors. A few days ago Dr. S. was in the operating room of the 
hospital. A request for attention came from one of the workers in 
Marbumstroy. Without seeing the patient, comrades, without a per- 
sonal examination, Dr. S. sent medicine to that man. How could she 
know what was wrong with him? Comrades, that was a very bad tech- 
nique. But Dr. S. is not here tonight to speak for herself, as she is on 
duty at the hospital, so I shall pass to a much more grave offence. 
Dr. B. — you are accused of graft.” 

In all my experience as a nurse, I have never seen a man change 
color the way Dr. B. did; his sallow complexion had the greenish-grey 
pallor of putty. Graft is a prison offence. (We were told later that if 
minor misdemeanors can be adjusted within the union itself for the 
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morale of the union and the community and the rehabilitation of the 
individual, the action is preferable to taking the case to a civil court. 
In case it cannot be handled within the limits of the union or the ad- 
justment is not satisfactory it is then turned over to a regular court.) 

The chairman continued, “You are accused of taking money directly 
from the patients in your clinic instead of sending them to the registrar 
to pay for their medicine. What have you to say?” © 


As it turned out, Dr. B. was able to make a convincing explana- 
tion as to why he had to take the money (the registrar was ill 
at that time). He futhermore won the sympathy of the union 
members by first defending the absent Dr. S., saying that the pa- 
tient in question was “thoroughly uncooperative,” that he never 
went to the clinic on time, and that everyone knew that all he 
needed was five grains of aspirin for the psychological effect. The 
author of these notes relates, in conclusion, that “there is no doubt 
in my mind that the consensus of opinion, if it had been unfavor- 
able to Dr. B., could have ... landed Dr. B. in prison, if the 
union had felt that he had deliberately planned to defraud the 
dispensary.” 

There is no indication, however, of who brought the charges 
against the two doctors in the first place. It may have been, of 
course, someone who genuinely was disturbed at the unprofes- 
sional behavior of Dr. S. and the apparently criminal practices 
of Dr. B. Or it may have been someone who was indulging in an 
excess of zeal. But it may be reasonably conceived that these 
charges, and particularly the graft charge, were brought in by 
some other members of the staff who did not feel favorably in- 
clined toward the doctors in question and who used the oppor- 
tunity to impugn their motives and reputation. 

Furthermore, the physician’s work may be complicated by the 
presence of agents of the secret police on his own staff. One 
physician, for example, reported in an interview: 


In my own department there were three secret agents I knew about. 
One was a doctor, one was an attendant, and one was a nurse [Ques- 
tion: How did you get this information?] Well, one of my doctors had 
seen this other doctor who was a secret agent . . . in the office of the 
secret police, and warned me that I should be careful. As to the at- 
tendant, he was very bad and very sloppy. When I told the director 
that I could not have him work for me any more, that he should be 
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fired, the director told me, “You cannot fire him, and please do not 
bring up this question any more.” As to the nurse, I read a report that 
she had drawn up on me. She accused me of having performed an 
abortion, although all I had done was to operate on a woman who had 
a hemorrhage. The next day after the report was turned in, my pro- 
fessor called me up and warned me about the accusation. It was in 
1936 or 1937. Luckily for me, I had managed to get the name of the 
nurse who, during the operation, had been handing me the instruments. 
So this accusation did not stick.6¢ 


The situation may become even more disturbing to the physi- 
cian when, as reported orally, and as can be documented from 
the medical press, semiprofessional personnel are placed in 
positions of authority over professional personnel. This is apt to 
happen most often in the countryside, where feldshers hold 
sway and where they may happen to be the only medical per- 
sonnel with party connections or affiliations. Indeed, as one phy- 
sician reported, “A few feldshers were party members and a few 
used their position to do unpleasant things since many of them 
were chiefs of local health departments.” ®* Another physician, 
in discussing feldshers and sanitary inspectors, was more specific: 


It happened sometimes that a health department was under the 
supervision of a party member who had absolutely no medical know!]- 
edge, If a fellow like that, who has smelled a little bit of medicine, 
gets such a job he would say to you: “I know more than you do since 
I have been appointed to that post,” and he would then become un- 
bearable. Therefore I had the slight suspicion that the feldshers and 
sanitary inspectors sat up at night and wondered, “How can I drag 
this or that doctor into court?” They also interfered with hospital work. 
He would go to the hospital and say, “You did not do this, you did not 
work correctly, you should have done otherwise.” If a doctor dares to 
disagree with him he would be in a rough position and it would be 
better for him to look for work somewhere else.®8 


It may well be that the interviewed physician was deliberately 
exaggerating, and that he was referring to the situation in the 
early years of the regime when the doctor was still considered 
a “class enemy.” Yet the structural situation today is perhaps 
such that it can easily be manipulated by subordinate personnel 
to attack and criticize physicians and to harass them in all pos- 
sible ways. Even in the postwar years as seen previously, lower 
medical personnel are appointed to positions of authority over 
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physicians. Thus, an article in the Medical Worker in 1947 re- 
ports that a hospital is headed by a feldsher in spite of the fact 
that physicians are available for that position. The article poses 
the pointed question: 


How can a feldsher direct a large medical institution, its scientific 
and practical work, if he does not have the special training and know}- 
edge to do so? Is it possible that the director of the Talasski regional 
health department, comrade Schweits, does not understand that a feld- 
sher is not qualified to head a regional hospital? Did he not see that 
the feldsher destroyed the in-patient service and turned it into an un- 
cultured treatment institution, where there is no laboratory, no X-ray, 
no physiotherapy, although the equipment is available. . . [This fact 
is not unique although there are many demobilized doctors available. 
In some cases clinics are even headed by nurses.] We cannot recon- 
cile ourselves to the fact that a chief of a health section removes the 
chief physician of a clinic and replaces him by a feldsher. . . [While 
a feldsher is a physician’s assistant and must obey him, they do just 
the opposite.] . . . they put a feldsher at the head of an institution 
and a physician as his assistant.®® 


From this article, and many others in the Medical Worker, it 
becomes clear that the health authorities at the central level 
deplore the use of feldshers and other semiprofessional personnel 
in positions which call for physicians. The health authorities are 
often powerless to bring about a change because of the influence 
of local party considerations. The problem is further complicated 
by the scarcity of personnel and the need to fill administrative 
positions, which are particularly numerous in a system as bureau- 
cratic and hierarchic as the Soviet health system. As was seen 
above, party physicians tend to be assigned automatically to 
these posts to alleviate the demand for administrative personnel. 
But when there are not enough party physicians to go around, 
as may be the case in rural districts, the natural tendency is to 
assign semiprofessional personnel (presumably under party dis- 
cipline ) — rather than nonparty physicians. 


Disposal 


The central aspect of a medical system, its core and raison 
détre, is, of course, the actual dispensation of professional serv- 
ices to patients. This is the end product of a long and complicated 
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chain of events. Some of these, such as the training and alloca- 
tion of physicians, provision of facilities, remuneration, and co- 
operation, have already been examined. The time has now come 
to look at the physician-patient relationship and to examine how, 
through inspection, auscultation, questioning, observation, diag- 
nosis, prescription, operation, and prognosis, “therapy” takes 
place. We will consider, here, certain significant aspects of the 
Soviet physician’s work as they emerged from interviews with 
former Soviet citizens and from a reading of the medical press. 
Again, it must be emphasized that the technical-medical aspects 
of the process will be left aside in favor of those specific elements 
of the Soviet social milieu which impinge on medical work. 

We have seen earlier that individuals in the Soviet Union are 
assigned or attached to medical dispensaries on the basis of resi- 
dence or occupation. The dispensary, that is, the out-patient clinic, 
is, in fact, the individual's initial point of entry into the medical sys- 
tem and constitutes, so to speak, a screen or filter through which 
he is sent home or back to work, or to a specialist or consultant, 
or to hospitals, clinics, and other stationary medical facilities. 
As the first link in the chain of medical services and as a focal 
point of the medical network, the dispensary deserves, perhaps, 
the most attention. Most observations here will apply primarily 
(though not exclusively) to this aspect of the Soviet medical 
system. 

Time Norms. As a bureaucratized system, Soviet medical serv- 
ices must operate according to certain universalistic norms or 
standards. One of these norms is that of the time allocated to 
each patient. It is only in certain cases that a physician can be 
in full-time attendance to one person (such as a chief-of-state 
or dignitary ). Generally each doctor must be shared by several 
individuals; the initial problem, then, is that of apportioning the 
physician’s time among patients. In private practice it is the 
doctor himself who budgets his time. When the physician, how- 
ever, is a state employee working for the health authorities, that 
is, as a public servant paid from “public” funds, it will not do 
to let him have complete freedom in the manner in which he 
apportions his time. Indeed, full latitude might mean that the 
physician (or any other professional in the same position) might 
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be in a position to exploit the situation by doing as little work 
as possible while still drawing his pay from the “public” (or 
tax-derived) funds. This would, of course, amount to defrauding 
the “public,” “the state,” or “the people,” whatever the expression, 
. and would in addition be difficult to prove, since the physician 
could always retreat behind professional standards and “the good 
of the patient,” rather than the “good of the service.” Thus, in 
the Soviet medical system the physician’s time is budgeted for 
him in the form of medical work norms or indices. The base norm 
officially used by the ministry, and applying to general practi- 
tioners in dispensaries, is that of a maximum of ten minutes per 
patient or not less than six patients per hour.”° This figure, how- 
ever, is more an accounting and planning device than a guarantee 
that the physician can devote a full ten minutes to each person. 
In reality, the physician actually spends the norm-period only 
on rare occasions. The factors that reduce this norm are many: 
a shortage of physicians is one. While it is true that the number 
of physicians has increased, and continues to increase at a rapid 
rate, there is evidence in the medical press of serious shortages 
of doctors, particularly in view of the fact that the population 
tends now to make more intensive use of the physician than it 
did earlier.71 But the problem is further compounded by break- 
downs in the allocative system so that in many areas the phy- 
sicians are in short supply, while in a few there are too many 
of them and they cannot get jobs. A recent cartoon in Krokodil, 
for example, illustrates the situation by showing two pictures: 
in the first one a physician can be seen obviously working in a 
rural community and besieged by a mass of patients. The doctor 
says: “Be patient! There are many of you — and I am all alone.” 
In the second frame a city patient surrounded by six physicians, 
all of whom are examining him at the same time, is told by one 
of them: “Be patient. There are many of us—and you are all 
alone.” 7? 

Theoretically each medical district must serve 4000 persons. 
Yet, in many instances, the population of the district has in- 
creased to 5000, 6000, and sometimes 7000 and more individuals 
whereas the staff and the medical facilities often have remained 
stationary.7? At the same time, it may be suggested that even 
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an increase in the total number of physicians will not completely 
remedy the situation unless it is matched by an improvement in 
the allocative system and a corresponding increase in facilities.” 

Equally disturbing for the normal functioning of the medical 
system is the practice, on the part of the health authorities, of 
“requisitioning” physicians without plan or prior warning, at any 
time they please. As “medical workers,” that is, as “medical 
soldiers,” doctors cannot usually refuse to accept such assign- 
ments, nor can the physician in charge of a dispensary refuse to 
release doctors when so ordered by his administrative superiors. 


Thus: 


Today they will remove two [physicians] and tomorrow six. They 
[health authorities] tell the director of the dispensary in categorical 
tones: “Tomorrow the general practitioners of the 3rd and 4th districts, 
the neuropathologists and the optometrists, will be placed at the dis- 
posal of the District (Raion) Health Department. . . WhatP How 
shall I replace them? That’s your business, that’s why you are the 
director. . .” The next day the general practitioners and the neuro- 
pathologists return and the City Health Department grabs the pedia- 
trician and the surgeon.?® 


This means, of course, that the work of the doctors “on loan” 
must be performed by the other physicians, thereby increasing 
their work load and decreasing the number of minutes they can 
give to each patient. In addition to temporary removals of phy- 
sicians as described above it sometimes happens that physicians 
are assigned permanently to desk jobs without their consent. 
Oftentimes, “it is a good, experienced physician,” 7® who is averse 
to paper work and wants to practice who receives such assign- 
ments. The situation is worse in the countryside where the phy- 
sician often happens to be the only person with enough education 
or enough intelligence to be able to handle certain administra- 
tive tasks; he may be removed from his work and assigned to 
completely nonmedical jobs in the soviets or in the party appa- 
ratus. Thus, for example, in the Stavropol Province the only 
surgeon in one district is employed by the party secretary as his 
deputy and is sent to inspect collective farms. Meanwhile, sur- 
gical patients are seen by the general practitioners (who are 
overworked as it is), and those who need operations must be 
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sent elsewhere rather than be treated on the spot.?7 It must be 
assumed that the party secretary's first responsibility is to speed 
agricultural production rather than worry about the health of 
the population, and that he uses the physician’s services where 
it will do the most good in terms of that production. This may 
be expected to go on until such time as authorities in Moscow 
become aware of the fact that there might be some connection 
between an unsatisfactory agricultural record and the health of 
the collective farmers. A campaign might then be initiated to 
improve medical care in the village and to give treatment to 
those kolkhozniks whose working capacity can be salvaged. Such 
a campaign actually has been in progress since 1953 and has 
been commented upon in the medical press. It consists primarily 
in sending medical teams to the collective farms and examining 
the kolkhozniks. Those who are in need of medical treatment are 
given that treatment and are kept under observation. As a result 
many kolkhozniks who, because of real or alleged ill health, did 
not fully participate in collective farm work are now doing «o.’® 

In their efforts to give medical care to the population Soviet 
physicians are further slowed down by the dearth of auxiliary 
or related personnel at sick-call and by the failure to properly 
organize the flow of work. Dispensary doctors must perform a 
series of related tasks that could just as well be delegated to 
nonprofessional personnel.” 

Physicians, for example, often must call in the patients them- 
selves, indicate visiting hours to those who are late, run to the 
registrar for the patient’s file, explain where the pharmacy is 
located, and answer numerous other questions — a function that 
could just as easily be performed by a nurse. If one were in con- 
stant attendance, the physician could “devote twice as much 
time to the patient, be more attentive in general, and have more 
time to read the case history and write his observations.” °° 

Even the matter of office space poses serious organizational 
problems. Thus, for example, in Krasnodar the dispensary is in 
such a state of disrepair that two physicians must see patients 
in the same office at the same time. As the report says, and as 
might well be expected, “all this causes mistakes . . . diagnoses 
often are incorrect.” As a rule, of course, physicians are assigned 
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individual offices for their period of duty. In many cases, how- 
ever, because of the great number of patients, the physician is 
unable to see everyone within the specified time period and thus 
delays the next doctor. The following description of the work of 
Dr. Pasechik (Clinic No. 3, Zaporozhe, Ukraine) gives some 
idea of the time pressures. Dr. Pasechik started work twenty 
minutes late because the previous physician did not finish in 
time. And, the report continues, 


The closer to five p.m. (when her time ends) the more flustered 
she [the doctor] gets and the more she looks at her watch. Her worries 
are not groundless. Exactly at five the door opens and a doctor enters. 
“Maria Stepanovna, it is time for you to finish.” 
“I know, I know, but another little minute please, I still have some- 
thing to do do,” 84 


In this particular case, the physician vacated the office at 5:20 
instead of 5:00. Under such working conditions it is difficult for 
the doctor to have enough time and peace of mind to give all his 
attention to the patients. 

But there is still another aspect of the physician’s work which 
plagues him and prevents him from doing a good job: this is 
the paper work with which the doctor is deluged. It is true, of 
course, that no medical system, and no system as planned and 
bureaucratized as the Soviet one, can operate without accurate 
statistical information on morbidity and mortality. Yet, in its 
search for statistical data the Soviet medical system has wrapped 
its physicians in so many forms, reports, and accounting devices, 
that it threatens to choke his medical activities. Apparently the 
temptation on the part of the health authorities to heap upon its 
physician-employees as much paper work as possible in order 
to cut costs is too great to resist.°* The results are disastrous, 
according to Soviet sources. Thus in Clinic No. 3 in Zaporozhe 
and in other similar installations there are not less than nine 
different types of entries which the physician is called upon to 
make in the course of his work. And each one of these consumes 
valuable medical time. One can readily sympathize, for example, 
with Dr. F. Datsykov’s complaint that the forms of yearly and 
semiyearly accounting are extraordinarily complex and consume 
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an inordinate amount of time. For example, the operation room 
register has the following question: “How many bed-days were 
spent by the patient in all and how many days were spent after 
the operation?” But, in the third section of the yearly report 
(Form 13-A) the question is asked: “How many bed-days were 
spent by the patient in all and how many before the opera- 
tion?” 58 

It often happens that physicians cannot complete their paper 
work at the office and must take it home. One physician, for 
example, reported that this “homework” consumed an average 
of two hours every night.** Clinic No. 3 in Zaporozhe has a 
statistical unit which must give a semiannual account of the 
clinic's work. To gather the data it has devised a form that must 
be filled in by each doctor every month, containing not less than 
87 charts and 700 figures. This form is 1% meters in length (more 
than 4% feet). 

But perhaps physicians would not resent this burden as much 
if they knew that the statistical data they must gather are of 
some utility. Yet an attempt on the part of Clinic No. 3 to find 
out what these statistics were being used for was of no avail. 
A request to the Ministry of Health USSR to simplify and shorten 
such accounting only met with evasive answers. As a result, and 
still quoting the Soviet source: “Doctors, as before, waste hours 
on the filling in of reports, registers, journals, all this, as before, 
at the expense of the really important document, indispensable 
for a successful treatment — the case history.” *° 

It may be presumed that in most cases these statistics are 
allowed to gather dust in the offices of the Ministry of Health, 
since there are not enough personnel to go through them, let 
alone to make significant abstracts or meaningful conclusions. 
In other words, the statistical system has become, in this re- 
spect, so complicated, intricate, and cumbersome that it has, for 
all practical purposes, clogged itself into uselessness while at 
the same time seriously interfering with the physician’s ability 
to deal with patients. 

In addition to these factors, the twin factors of increased 
medical sophistication of the population and medical progress 
itself make the physician’s work more complex. 
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Medical science has advanced to the point where even a simple 
medical examination and the establishment of a valid diagnosis 
requires the use of several procedures, instruments, tests, and 
manipulations. In addition, the patient is apt to be dissatisfied 
with a cursory examination and to request that a more careful 
diagnosis be made including the use of all the modern diagnostic 
tools. Further, the medical authorities engage in propaganda 
to popularize medical services and to urge the population to 
take advantage of these services. This makes the population more 
aware of health problems, more concerned with any and all 
symptoms, and therefore more prone to go and see the physician 
in even the most trivial cases and to be quite demanding at the 
medical visit. Indeed, the phenomenon is a familiar one in the 
United States where people are made conscious (and anxious) 
about cancer, tuberculosis, muscular dystrophy, and so on, 
through endless campaigns and solicitations for funds. A Soviet 
health poster, for example, states that “at the slightest sign of 
discomfort” one should see a physician. To the degree then that 
this campaign is successful, and there is no reason why it should 
not be since it caters to a very human anxiety, it will increase 
both the time that the patient will demand of the physician and 
the number of patients who will turn up at sick-call. Further- 
more, the lack of a financial deterrent to the medical visit may 
well encourage many more to see a physician than would other- 
wise be the case. Indeed, the medical visit may present other 
advantages in terms of relief from work and other obligations 
which will be discussed in the next chapter and which increase 
the flow of patients, or pseudo-patients. Such work conditions 
must perforce lead to assembly-line methods, to the dissatis- 
faction of both physician and genuine patient. 

How many actual minutes can the physician then give to his 
patient at the dispensary? A partial answer to this is provided 
by a time study of the one day’s work in 1953 of two general 
practitioners at Clinic No. 3 in Zaporozhe, which is said to be 
typical of many other dispensaries.** The data are given in the 
following tabulation. 
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Dr. Maria Dr. Maria 
Stepanovna Pasechik Kuzminina Sorokova 
Percentage Percentage 
of doctor’s Average of doctor's Average 
total time spent total time spent 
time per patient time per patient 





Listening to and 

examining patient, 23 1 min. 54 sec. 22 1 min. 42 sec. 
measuring blood 

pressure, etc. 


Reading and filling 31 2 min. 30 sec. 83 2 min. 42 sec. 

case history 

Paper work 46 3 min. 48 sec. 45 3 min. 42 sec. 
Total 8 min. 12 sec. 8 min. 6 sec. 

Total time at dispensary 3 hours 3% hours 

Total number of patients seen that day 22 26 


It can be seen that in neither of these two cases did the 
physicians spend the 10 minutes theoretically allotted to each 
patient. Rather, an average of 8 minutes per person was the 
rule. But of these 8 precious minutes almost half were spent on 
paper work (almost 80 per cent if reading and filling case his- 
tories are counted as paper work). Another report in the Medical 
Worker says that two thirds of the physician’s working time is 
spent on paper work.®? 

It is interesting to note that reading the history and filling in 
the results of the examination did not consume more than three 
minutes, on the average. Indeed, because of time pressures, it 
appears humanly impossible for the physician to acquaint him- 
self thoroughly with the case history unless, of course, he has 
seen and knows the patient from previous visits. In most cases 
the doctor must skim over the record and try to spot the relevant 
points. Furthermore, he must write his notes and observations at 
such a fast pace that the handwriting often appears illegible to 
his colleagues. As the authors of the article “Hours and Minutes 
of the Physician” observe, “Take a look at any one of the case 
histories. . . one does not have to be a graphologist to notice 
that these notes were made by a nervous, hurried individual. 
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The case history which is an important document for the fate of 
the patient is written in haste and is read in haste.” 

The time actually spent in talking with the patient and in 
examining him did not, in either case, exceed 2 minutes on the 
average. It must be recognized, of course, that one cannot deter- 
mine in advance the amount of time each physician should give 
to the patient. This depends on the case and on the personalities 
involved. In his study of the American medical scene Oswald 
Hall found out that patients usually establish the norm and that 
many physicians allow about 20 minutes per patient. They recog- 
nize that it is unwise to hurry the patient.°* This would amount 
to about twice as much as the Soviet doctor is officially allocated. 
In another study, recently conducted in the United States, the 
average number of patients seen by the physician per day in all 
fields was 28. The general practitioner sees 30 patients a day, 
gynecologist 27, orthopedic surgeon 24, surgeon 27, neurologist 
and psychiatrist 13.°° On the basis of these figures, it would then 
appear that the norm of 10 minutes per patient, while somewhat 
short, is not totally unrealistic; yet it has been seen that not even 
that small amount of time can be devoted to each patient and 
whatever can be is further halved by paper work. In the light 
of this it is not surprising that the authors of “Hours and Minutes” 
plead for an upward revision of the base ten-minute norm. 
arguing that it had been made obsolete by medical progress and 
the increased demands of the population. 

The Patient-Doctor Relationship. In terms of sheer fatigue, 
the conditions under which the average dispensary physician 
works are apt to tax the endurance of even the strongest person 
provided he or she wants to do a good job. And there is enough 
evidence that, as a rule, most Soviet physicians want to practice 
“good medicine” and show a spirit of devotion to their tasks. 
It should be remembered that the average physician must often 
remain at the clinic to attend meetings, discuss cases, and so on, 
and that frequently an additional two hours must be spent on 
“homework.” Furthermore, the great majority of doctors are 
women — some of whom have children and housework to attend 
to.— And when one considers that all this must be done for 
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rewards that compare unfavorably with those earned by special- 
ists with a corresponding, but technological education, it is no 
wonder that the medical profession is not a “prestige” occupation. 

Perhaps more important is the impact of such conditions upon 
the medical relationship itself. This relationship is almost by 
definition more than the strictly technical dispensation of medical 
services: it is part and parcel of therapy, and the behavior and 
attitudes displayed by the physician, even the choice of words, 
are never irrelevant to that therapy. In the case of the psychiatrist 
this aspect is, of course, the central one; with other medical 
practitioners, it is a very significant part of it. Indeed L. J. Hen- 
derson, a physician who had strong sociological interests, defined 
the patient-doctor relationship as a “social system” in which “the 
sentiments and the interaction of the sentiments are likely to 
be the most important phenomena .. . in talking with a patient 
. . . [the doctor] must not suggest or imply judgment of values 
or morals concerning the patient’s behavior . . . the criterion 
is not to tell the truth and nothing but the truth but to minimize, 
in any possible way, the harm to the patient.” °° 

This conception of the medical relationship is not different 
among Soviet physicians. In fact, one Soviet physician, writing 
in the Medical Worker, expressed almost word for word the 
same ideas as Henderson: 

How often is it that general practitioners simply forget the part 
played by psychological factors. . . The question will be posed: where 
shall we find time for this type of approach if the doctor must see not 
less than 6 patients per hour? But time can and must be found .. . A 
conversation with a patient requires a thorough preparation, I would 
say —a certain art, not to speak of knowledge. . . When speaking 
with a patient we [must] eliminate every moral judgement. We [must] 
try to anticipate the cultural level, the peculiarities of his occupation, 


etc. . . . the sick person weighs and analyzes every word from his 
doctor, %1 


From a knowledge of the general conditions under which the 
Soviet physician must work it is clear that the realization of the 
“proper” medical relationship is often difficult, sometimes entirely 
impossible. Pressed for time, overworked, and under strict dis- 
cipline, the Soviet doctor often must become a medical Stakhan- 
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ovite (a worker who overfulfills his norm), sacrificing quality 
for sheer volume. Indeed, as Carr-Saunders expressed it, a very 
important aspect of the ideal medical practice has either beer 
forgotten or never grasped when “proposals of [medical] systems 
take the form of calculating that what is required to meet the 
medical needs of a population are a clinic and so many doctors 
seeing so many patients each in so many minutes. . .”* 

Yet it is difficult to conceive how control on the use of time. 
funds, and facilities could completely be avoided in a system of 
medicine financed from public funds. There is always the danger 
of rising costs in a system of this kind where both patient and 
physician, undeterred by financial factors, might well push costs 
skyward. Furthermore, the medical visit often presents the indi- 
vidual with certain positive advantages and privileges that tend 
to be abused. It has been the experience of many physicians, in 
private as well as in organizational practice, that a substantial 
proportion of patients do not really need medical attention. One 
American practitioner, for example, observed that “Fifty per 
cent of the persons who come to my office have little wrong . . . 
they need reassurance. Twenty-five per cent would get better by 
themselves and need attendance only. A few are going to die and 
no one can help them. Of the remainder a few represent com- 
plicated trouble and I call in a consultant specialist.” 

These conditions cannot, however, relieve the physician from 
the responsibility of spotting those few who do need medical 
attention. It must be assumed that the specific conditions under 
which the Soviet doctor must work, conditions which are com- 
plicated by other factors that will be analyzed in the next chapter, 
make this spotting difficult. Finally, it might be added that, as 
was suggested earlier in the statement by Henderson, the treat- 
ment of physical illness is not, by far, the only responsibility of 
the physician. The doctor’s role in its “supportive” aspect spills 
out, so to speak, into many other areas. This is particularly true 
in secularized and large-scale industrial societies where the 
family is small and where the isolated individual, unsupported 
by a large kinship group or an extended family, and in search 
of advice and sympathy, sees in the physician one of the few 
professional persons he can approach for assistance and comfort 
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almost with complete immunity. The act of disrobing before the 
physician extends beyond taking one’s clothes off. Yet these added 
functions, particularly in a system like that of Soviet society, put 
a tremendous additional burden upon the physician which he 
finds difficult to shoulder. 


Chapter 9 


To Certify or not to Certify: 
The Physician’s Dilemma 


The doctor's first responsibility to his society and his patient 
is the treatment of illness and injuries. So far, this study has in 
the main been concerned with that specific aspect of the Soviet 
physician's work. And yet, the physician plays still another, 
extremely important and strategic role in any social system: 
certification. As an expert, uniquely qualified to do so, the doctor 
must state his opinion on the state of health or illness of his 
patients, and this opinion will determine, in many cases, their 
social and legal fate. Whether the physician testifies in court, 
examines recruits at an induction center, or is called to the bed- 
side of a chief of state, his word becomes a verdict, his judgment 
law. The certification function thus constitutes an important 
“hinge” between the medical profession and the social system. 
As one aspect of this problem, the physician’s function of certify- 
ing illness among workers, particularly industrial workers, and 
its implications in Soviet society will be examined in some detail. 

It is a general premise in a “rational” system of medicine that 
true illness or injuries are not the result of the patient’s conscious 
motivation. He must not, therefore, be held morally or legally 
accountable for what he does, or fails to do, on account of illness 
or injury. To be a “patient,” then, not only entails certain duties, 
such as obeying the doctor's orders and “making an effort to get 
well,” but it also relieves one of certain obligations and endows 
one with certain privileges not available under normal circum- 
stances. And, as Boisseau remarks, “If it be true that the first 
man who saw his neighbor suffer must have sought ways to help 
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him, it is not less true that seeing the care lavished upon the sick, 
the deference granted them, the advantages that their patient 
status conferred upon them, the idea of simulation must not have 
been late in arising.” ! 

It stands to reason that certification of illness cannot be left, 
under most circumstances, to the person who claims to be sick. 
This would make abuses too easy. It is the physician, then, as 
the only person technically qualified to do so, who must “legiti- 
mize” or “certify” sickness in the eyes of society. This means, in 
turn, that abuses of the patient's role will consist in conveying to 
the physician the impression that one’s sickness is independent 
of one’s conscious motivation — whereas it actually is not. This 
possibility beclouds the classical assumption that the person who 
comes to the physician must necessarily be sick (independently 
of motivation); on the contrary, in certain cases, just the oppo- 
site assumption may be held. This has, of course, important im- 
plications for both physician and “genuine” patient. 

It is held here that a society (or social group) which, for any 
number of reasons, cannot offer its members sufficient incentives 
or motivation for the faithful and spontaneous performance of 
their social obligations must rely on coercion to obtain such per- 
formance. Because of the presence of coercion such a society will 
also generate a high incidence of deviant behavior to escape 
coercion. Simulation of illness (technically known as malinger- 
ing) will be one form of such behavior. Malingering can be con- 
sidered as a medical, a social, and a legal problem. It is a medical 
problem only insofar as it is the physician's task to certify who 
is a bona fide patient and who is a faker. It is a social problem 
insofar as the assumption that the person who comes to the 
physician must necessarily be sick (independently of motivation ) 
is no longer tenable. The opposite assumption may sometimes 
be just as valid. It is often a legal problem because a fraud has 
been perpetrated. 

Malingering may have far-reaching consequences because the 
“business” of society (or the group) is not done and because 
ordinary social sanctions are inadequate to close this escape 
valve. This means, in turn, that some provision must be made, 
some mechanism devised, to control the granting of medical 
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dispensations. The logical point at which to apply this control 
is the physician. 

The policies of the Soviet regime in the realm of forced in- 
dustrialization (and also forced collectivization of agriculture), 
inaugurated in the thirties, led to a drastic drop in the supply of 
food available to the population as well as to a decline in the 
availability of consumers’ goods of all types. The nature of the 
tasks to be faced and the regime’s inability to provide adequate 
rewards or motivation necessitated an intensified campaign of 
persuasion (propaganda and agitation), the reversal of the 
equalitarian trend that had prevailed hitherto in the social and 
in the wage structure,” and led to the introduction of increasingly 
severe labor discipline and regulations in industry and agricul- 
ture. Faced with workers who were unused to the exactitude and 
the promptitude required of an industrializing nation, the majority 
of whom, moreover, had recently been drawn from the rural 
areas, the regime found it expedient to introduce features of 
conscript labor (apart, of course, from convict labor). Accord- 
ing to an expert in these matters, “Soviet labor law ... is to a 
large extent criminal law.”* As might have been expected, this 
series of changes considerably affected medical practice. In par- 
ticular, the problem caused by malingering and the need for 
maximum productivity at whatever the cost increased the prob- 
lems of the physician. 


Causes of Malingering 


In general, physicians throughout the world have not paid too 
much attention to the social circumstances surrounding malinger- 
ing or the abuse of the medical excuse on other than medical 
grounds. They have been quick to detect, however, that in many 
cases it was a cultural phenomenon, a “deplorable tradition,” 
handed down from person to person in certain classes or sub- 
groups of the population. A French physician, for example, writ- 
ing on self-inflicted wounds, indicated that military hospitals 
and prisons are fertile grounds for malingering lore and knowl- 
edge, which in wartime or other similar periods of stress may 
almost attain scientific rank.* During World War II, German 
doctors suspected the existence of special courses in malingering 
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for draft dodgers.® In the Italian campaign of the same war, the 
Germans dropped leaflets on British troops entitled “Better [Il 
a Few Weeks Than Dead All Your Life,” which contained a 
complete set of instructions on malingering and on avoiding 
detection by physicians. In the United States, the Infantry 
Journal reported the existence of courses on psychoneurosis 
guaranteed to obtain either a rejection or a discharge from the 
army.’ Druggists were arrested for selling “goof balls,” also 
known as “4F pills,” to cause rejection from Selective Service 
on grounds of nervousness.® 

In what was perhaps the first medical reference to malingering 
and its causes, Hippocrates compared Asiatics to Europeans and 
found the former less interested in learning how to be good 
soldiers as in “finding ways and means to appear unfit for military 
service. This he attributed to customs, and particularly to the 
fact that Asiatics must fight for their masters and derive little or 
no profit themselves. On the other hand those who are masters 
of their own fate and work for themselves are more bellicose 
because “they reap the fruit of their courage and suffer punish- 
ment for their cowardice.” ® 

More recently, physicians who have written on the subject 
have been prone to attribute malingering to the general erosion 
of personal morality and responsibility that has accompanied 
large-scale industrialization and the division of labor, and the 
individual's changed status from an independent craftsman to 
that of a worker or employee. In particular, they have attributed 
malingering to dishonesty, lack of courage, sloth, and desire for 
illicit gain. They have also noticed that malingering has been 
most prevalent in military, institutional, and industrial life where 
there exist elements of monotony, coercion, danger, alienation, 
and low remuneration. Soviet life and institutions in the years 
that followed the inception of the industrialization and collec- 
tivization drives contained many of these elements. Thus, for 
example, by 1940 workers had been completely frozen to their 
jobs. Unauthorized quitting of employment, without a justifiable 
reason, would subject the offender to a jail sentence. Tardiness 
of more than twenty minutes, or repeated cases of minor and 
unjustified tardiness, became legal offenses punishable in court by 
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a sentence of compulsory labor, without confinement, at the usual 
place of employment for a maximum period of six months, with 
a maximum wage deduction of 25 per cent.!° The harshness of 
the provisions of this law seems to have impressed former Soviet 
citizens as being particularly unfair, although most of them, when 
pressed, recognized the necessity for discipline in industry. (Re- 
cent evidence, however, indicates that the provisions of this law 
may not have been enforced since 1952.) 1! The law, however, 
provides a loophole through a “justifiable reason” clause, which 
supplies the necessary flexibility for a regulation that could not 
be strictly enforced in view of the contingencies of human and 
social existence. Former Soviet citizens, however, have stated 
that such excuses as sick children, death in the family, and par- 
ticularly transportation breakdowns were not, as a rule, recog- 
nized as valid by the court. For example, one Soviet displaced 
person reported that a worker might leave his house in plenty 
of time to get a streetcar but the streetcar might be held up for 
any number of reasons. Although the worker would get a note 
proving he was not at fault, he would be brought to trial anyway. 
The answer that the court might give to such an excuse is that 
the really conscientious worker would leave his house in time 
to walk to his job if need be. As the respondent (an interviewee 
of the Harvard Project) relates further: “In one case a man’s 
wife died suddenly early in the morning, and he was late for 
work that morning. He was treated the same as if he had not 
intended to come to work.” 1” Another displaced person reported 
the following case: “Discipline was maintained not because of 
conscientiousness, or the desire to do the work, but because of 
fear. I know the case of one old man who had been working 38 
years on the job and was ready for a pension. He came late only 
once and received a four-year sentence for it. I remember how 
he wept before the judge . . . the people feared being brought 
up before the court.” 8 

It can hardly be doubted that, for a variety of reasons, the dis- 
placed persons tend to accentuate or focus on the negative aspects 
of the Soviet regime. Yet, official Soviet evidence confirms that, 
in many instances, cases reported by the displaced persons actu- 
ally took place or could have taken place. For example, it was 
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indicated in the interviews that the care of sick children at home 
was not considered a valid excuse for staying away from work. 
The truth is that in most instances it was. A case reported in 
Sovetskaia Iustitsia (Soviet Justice) sheds some light on the 
process by which certain opinions or attitudes about the Soviet 
regime and its laws must have been formed. In 1940 a woman 
was sentenced by a Peoples’ Court to correctional labor at her 
place of employment for unjustifiable absenteeism. The reason 
for the sentence was that the woman did not come to work on 
a day when her sick child was not allowed admittance to the 
kindergarten. The sentence was later reversed by the Supreme 
Court on the ground that this was “a perversion of the decree.” 
The significant part, however, is that the woman was at first 
found guilty. Other mothers who heard about this case must have 
felt that having sick children was not a valid excuse, regardless 
of the later reversal. Of course not all cases are reversed or, 
for that matter, reviewed by the Supreme Court."* 

In view of the fact that in absolute or relative terms !° the 
standard of living of the average Soviet worker, employee, or 
peasant is low, and since there are certain fixed expenditures 
which cannot be reduced or avoided such as rent, so-called 
“voluntary” subscription to loans, and electricity, a wage cut will 
almost always be reflected in a corresponding reduction in the 
food budget, particularly if the “guilty” party is the only wage 
earner in the family. Thus, it becomes a vital matter for the indi- 
vidual who has, for whatever reasons, transgressed the provisions 
of this or other similar laws and regulations to attempt to escape 
its sanctions. 

Former Soviet citizens and physicians indicated that in most 
cases the physician’s certificate was the best and only sure 
method of escaping punishment or the provisions of the law, al- 
though there have been cases reported in the Soviet sources when 
even a certificate was not enough to shield the individual from 
penalties. Nor can management protect its own workers; the 
edict is specific on this score: “A director of an enterprise or 
office manager who does not prosecute persons guilty of volun- 
tary departure . . . or guilty of absenteeism without satisfactory 
reason, shall be held responsible before a court.” 17 There are, 
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in addition, other means whereby certain Soviet citizens who are 
in trouble with the law can get the matter “fixed” such as through 
bribery, falsification of records, or the famous blat}® or pull. 
But these methods remain mostly inaccessible to the ordinary 
Soviet worker, who must resort to the physician when in trouble. 
This also means, of course, that if the system is to function in an 
orderly fashion every Soviet worker, employee, or peasant must 
have the opportunity of seeing a physician and obtaining a certifi- 
cate. Hence the need for a large medical bureaucracy that must 
keep up with the flow of patients and pseudo-patients. 


Claims for Medical Certificates 


Three types of claims for medical excuses on nonmedical 
grounds were reported by interviewed former Soviet doctors. 
These types are neither exclusive nor exhaustive; they are given 
here as “pure” types to facilitate analysis and discussion. They are 
the following: 

1. Malingering or the simulation or aggravation of symptoms 
or signs. (A symptom is a subjective report of the patient “I don’t 
feel well.” A sign is an objective datum about the patient’s phy- 
sical condition, a blood count, for example). 

2. Direct or indirect requests for the medical certificate with 
or without an attempt to motivate the physician by arousing 
either his sympathy or cupidity. 

3. Requests for a medical certificate by genuine patients with- 
out a simultaneous request for medical attention (residual type). 

Malingering. This appears to be a common phenomenon in the 
Soviet Union, particularly in industrial and agricultural life where 
discipline is strict, the work exacting, and the actual output easily 
reckoned. For example, a physician, who had finished her medical 
training in 1937, described the problem in these words: 


It was such a torture (muchenie) that I still have nightmares about 
it. Many of the malingerers appeared when the law on late arrival [the 
1940 decree] went into effect. A good 50 per cent of the cases at the 
Railroad Clinic where I worked were only fakers. A man wants to 
rest . . . or maybe he wants to stand in line and buy a coat or some- 
thing. Or there were people who overslept and came late. Since one 
had to stand in line after shifts and work and cook, life was very hard. 
Thus sleep was a dead man’s sleep and it was hard to get up in the 
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moming. Moreover the majority of them had no watches. As soon as 
they see they are late, they will go directly to the doctor. . . They 
start dreaming up what is bothering them. They know, for instance, 
that X-rays are not immediately available and they say: “I want an 
X-ray . .. ,” and if you send them to the X-ray Department, this will 
already be a reason for arriving late at work. . . I knew one fellow 
who was regularly late at work and who wanted to be sent to the 
X-ray. I told him I had no free quota of X-ray for him and even if I 
had I would not send him since there was nothing wrong with him 
and there were more important cases that needed X-rays. Then he told 
me: “Oh this is the way you treat the working class.” He took a chair 
and started to beat me up, he broke my watch, hurt my wrist. . . This 
fellow was finally sent to jail for hooliganism, but I feel that he was 
sentenced not because he faked, but because he did not report to 
work./9 


In the same vein another Soviet physician, a plastic surgeon 
who finished his medical training in the thirties, declared that 
there was a whole army of fakers who knew the system and 
wanted, for example, to get a few days off to go fishing. “They 
would come in and say they were sick. They put hot peppers or 
mustard seeds under their arms and in this way they could 
deceive the doctor with a higher than normal temperature.” *° 
A former Chief of Clinic in Georgia reported that: 


Georgia is not very large and always has been agricultural. When in- 
dustrialization began the peasants went into the factories as it was 
better than entering collective farms. But the small peasant household 
remained with its little garden plot. And in the spring you must culti- 
vate this plot. And as soon as spring starts, and we all knew it, all the 
peasants tried to fake illness. And even if a man had a grippe and you 
gave him 5 days off, a doctor who would check at his home would not 
find him there because he went to the village . . . the socialized sys- 
tem of medicine is not bad, but it is the entire system which is bad, 
which does not give the people enough food nor interest in their work.?1 


It is, of course, impossible to estimate the rate at which indi- . 
viduals engage in malingering for the simple reason that it is 
often impossible for the medical man himself to determine 
whether one individual is or is not malingering. It is, however, 
possible to gather a very small index of the existence of the 
practice through the questionnaires which Displaced Persons 
were asked to fill in the course of the work of the Harvard Project 
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on the Soviet Social System. They were asked, first, if they 
thought that many people faked illness or injury in the Soviet 
Union. Of the 569 respondents *? who answered this question 
256, or almost half, answered positively. But when the respond- 
ents were then asked whether they themselves had ever simulated 
illness only one person out of five answered in the affirmative. It 
may well be, of course, that the manner in which the question 
was phrased was unfortunate, in that the respondents were asked 
to admit having committed an act of doubtful legality. As might 
have been expected, there was also some association between 
the two sets of answers. Thus 71 per cent of those who said they 
had malingered also answered that they felt many people simu- 
lated illness in the Soviet Union; and 61 per cent of those who 
denied having malingered themselves also felt that not many 
people simulated illness. The respondents were then asked 
whether they knew any malingering methods, and if so to indi- 
cate one or two of them. More than 200 responses were obtained. 
They ranged from the artificial production of fever (most fre- 
quently mentioned) to reporting illnesses which were difficult 
to diagnose, the production of internal and external symptoms 
or signs, self-inflicted wounds, retarding the healing of wounds, 
and the simulation of nervous diseases. It is interesting to note 
that self-inflicted wounds were mentioned almost exclusively in 
conjunction with extreme situations, such as front-line service in 
the army or concentration camp life.** Very few reported the 
simulation of nervous diseases, indicating perhaps that this was 
the least “successful” method. As one Soviet woman psychiatrist 
reportedly told an American war correspondent, there was no 
such thing as shell-shock in Soviet medical science. Asked, in 
turn, whether there were no other mental ailments peculiar to 
war she replied there were very few and that these could be 
cured by “heroic” treatment. “In the army,” said the psychiatrist, 
“we send them into the very front lines. There the rate of mental 
disturbance is never so high.” 24 

Among the methods indicated to raise temperature there was 
the rubbing of different substances under the armpits (where 
the temperature is taken), such as salt, alcohol, garlic, red 
peppers, vinegar; manipulation of the thermometer (either by 
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tapping or exposing it to heat); the drinking of tobacco tincture. 
salt water, strong coffee, and sugar solutions; injections of milk 
or kerosene to cause swelling; large doses of aspirin, narcotics. 
camphor, quinine, and soap; the smoking of cigarettes dipped 
in kerosene, and so on.?> Such esoteric methods were given as 
“passing a thread soaked in kerosene through the skin with a 
needle”; “piercing the cheeks and blowing water through them : 
“producing burns with cigarettes”; or taking advantage of known 
allergies as in the following case: “A friend of mine was allergic 
to pyramidon. When she badly needed a rest, she swallowed two 
pills half an hour before going to the doctor. This caused a big, 
red rash on her face, her back, and her chest. Usually she got 
two days’ exemption from work.” [Respondent 3011] 7¢ 

One interviewed doctor expressed amazement at the ingenuity 
and diversity of the methods employed by the population to 
procure the medical certificate in the following words: 


There were workers who burned their hands. They would put a 
piece of ice on the skin to anaesthetize it and would burn it either with 
a piece of hot metal or with a cigarette. Then they would put salt on 
it and they would do all they could to keep it from healing. In this 
factory there were many skin bruises; and the skin bruises or wounds 
were not implausible. Then I remember the case of an engineer. a 
member of the intelligentsia . . . his temperature was high. I visited 
him at his home and he had a temperature of 40 degrees Centigrade. 
I asked him to undress completely. At first he refused, saying that he 
was embarrassed, but finally obeyed. I saw that his backside was full 
of holes . . . he was getting injections. . . I said that if he told the 
truth he would not suffer from it. Well, he explained that he had got- 
ten milk injections and this caused the high temperature . . . the in- 
teresting point is, where did he learn all this. . . P27 


While again this sample cannot, in any respect, be claimed to 
be typical of the Soviet population, the diversity in the methods, 
the richness and sophistication of some of them, point to the 
presence of at least a malingering folklore which by itself is 
indicative of certain stresses and tensions in the system and of 
the special problems faced by the working population. Some of 
the implications of this for medical work as well as some of the 
more specific reasons for obtaining the medical certificates will 
be discussed presently. 
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Direct or indirect requests for the medical certificate. Al- 
though malingering remains the most universally used method of 
attempting to secure the medical certificate, there are additional 
ways in which this can be accomplished. According to the inter- 
views of the Harvard Project one of these is simply to appeal to 
the sympathy, and sometimes to the cupidity, of the physician 
in order to obtain his help in the form of a medical dispensa- 
tion. 

It is true, though not often enough appreciated, that the role 
of the physician does not (or should not) limit itself to the treat- 
ment of the sick organism to the exclusion of all other considera- 
tions. His functions and his jurisdiction tend to go beyond phy- 
sical health, to embrace the individual’s total adjustment. The 
physician thus addresses himself to the whole human being and 
affects, by his behavior and his attitude (this is part of the 
medical art) as well as by his technical proficiency, the recovery 
of the patient. Indeed, an exclusive preoccupation with the strictly 
biological aspects of illness was partly responsible for the rise 
in the nineteenth century of such movements as Christian Sci- 
ence, which completely denies the biological approach and re- 
places it by faith and prayer, and for all types of health cults 
and health sects.28 The need for a sensitive physician is particu- 
larly acute in highly industrialized and secularized societies such 
as the Soviet Union (and the United States), where he tends 
perforce to perform some priestly functions and to be available 
to those who need advice, assistance, or an opportunity to discuss 
confidential problems. Refusal to help, even though this help 
may not be in the strictly medical sphere, may amount to the 
positive and conscious imposition of suffering and be the cause 
of harm, a proposition foreign to all canons of medicine, which 
is a therapeutic science par excellence. This holds for the Soviet 
as well as for the Western physician. Thus, as one former Soviet 
physician said, “How do you think we felt when women came 
to us crying, begging, ‘Comrade doctor, give mfe just one day 
off. I want to go to my mother’s in the village and get some food 
for my children, who are starving. ” 2° A gynecologist who prac- 
ticed in Leningrad in the thirties, expressed the physician’s di- 
lemma in the following words: 
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Let us say a patient comes to your office and says, “Look here, doc- 
tor, J am healthy but I have four children and a wife to support, and 
we are starving. If you write a certificate stating I have gastritis, I 
will then be entitled to a better kind of food. [This was at the time of 
rationing.] If you do this, then I can feed my children a little better; 
I ask this not for myself but for my family.” Or, let us say an old 
woman comes to me and says, “Please, doctor, write that I have a bad 
heart. My son, who is in Siberia for ten years already, does not get a 
chance to come and see me. If I am sick, then they will let him go.” 
At that moment she burts into tears, This is another situation which 
places you in a conflict between your professional conscience and your 
human feelings. You witnessed the terrible situation of a person, and 
by empathy you decided, no, I must help this person. I cannot follow 
the laws of the government.®¢ 


Or, finally, there is this statement on the part of a general prac- 
titioner: 

In the kolkhoz there Jived a few “de-kulakized” families who had 
been sent there from Central European Russia. They were in a very 
difficult material and spiritual situation. But if the doctor would find 
someone sick in the family, the family would start receiving food ra- 
tions for the sick person. This relieved their half-starved condition. 
Very often they asked about it and in each family I found one person 
to whom I could give a sickness certificate. When nobody was sick 
I still found one, and in this way I gave support to the whole family.?! 


In such cases the physician is requested, point-blank, to affix 
his name to a statement that is patently false. When dealing with 
malingerers, he can still plead “reasonable doubt” (bolstered, of 
course, by the medical signs contrived by the malingerer); he 
can argue that the patient might really have been sick, or that, 
in any case, he had to “play it safe.” In case of direct requests, 
on the other hand, the physician cannot fall back on such argu- 
ments. This means, in fact, that the physician becomes not only 
the legitimizer of deviant behavior, but also of illegal actions. 
This is particularly true in the industrial sphere, which is, in 
Soviet Russia, a sphere of topmost national importance, where 
the physician’s action of unjustifiably granting medical excuses 
may be looked upon as sabotage and evidence of hostility to the 
regime — an accusation that cannot be shrugged off easily. As 
one physician remarked, “The doctor was in perpetual conflict 
with the law but he was on the side of the workers.” ** 
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Very few of the interviewed doctors, of course, said that a 
bribe might produce the necessary certificate, perhaps because 
of the extremely severe punishment if discovered. The tempta- 
tion, however, to which poorly paid physicians were exposed 
was graphically described in the following manner by one of the 
interviewed medical men. He simply stated that on prewar 
salaries doctors could hardly make ends meet: “The doctor re- 
ceived . . . 300 or 350 rubles a month. . . Now, let’s say that 

oa there comes a worker who needs a few days off. He says, ‘Doctor, 
I have to gather some grapes, kill some pigs; please give me two 
or three days.’ When this fellow comes back he brings food to 
the doctor. At that time a suit cost 2000 rubles, butter was 63 
rubles a kilogram. What could he do?” 3% 

Yet when former Soviet citizens were asked in the medical 
questionnaire to indicate whether they had known of any actual 
case when a physician had accepted a bribe to certify something 
that was not true, only less than 10 per cent answered in the 
affirmative. In the Soviet medical press only very occasional men- 
tion is made of physicians accepting” money to issue sickness cer- 
tificates.*4 Jt must be assumed then that one either has to know 
the physician well and be trusted by him, or one has to “move” 
him to obtain the dispensation on other than strictly technical 
grounds. What kind of situations or problems, then, can enlist 
the sympathy of the physician and motivate him to sign the 
magic certificate? Again, an answer is provided in the medical 
questionnaires, When asked why they had simulated or attempted 
to simulate illness, former Soviet citizens gave varied answers, 
yet these answers fell into two general groups: to avoid cer- 
tain undesirable things such as unpleasant work, military serv- 
ice, and punishment for minor infractions of the law; and to 
obtain certain desirable things such as better and different 
jobs, rest, leisure time, consumer goods. Typical are the follow- 
ing statements culled from the questionnaires: “I did not want 
to be evacuated with the Reds” (when the Germans invaded 
the Soviet Union); “To obtain time to attend to my children” 
(by a woman collective farmer); “To avoid going to a demon- 
stration”; “To avoid being arrested”; “To arrange urgent family 


affairs”; “To obtain a 1000 kilometer transfer to be with my rela- 
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tives”; “To stand in line to buy a coat and shoes”; “I did it only 
in a concentration camp because I was there without shoes.” 
This and other evidence available in the questionnaires and the 
interviews suggests that the practice is accepted in the Soviet 
Union, particularly in situations where there are no other solu- 
tions to the individual’s dilemma or problems. It is interesting 
to note, furthermore, that displaced persons reported a sub- 
stantially larger proportion of things to be avoided than to be 
obtained. In some sense the physician constitutes a court of 
appeal and of last resort for the population. As Rudolf Virchow, 
one of the leaders of the German health movement and reforms 
in the nineteenth century, so aptly put it, “The physicians are 
the natural attorneys of the poor, and social problems fall to a 
large extent within their jurisdiction.” * 

Requests for medical certificate without request for medical 
attention. It has been seen that private practice has not com- 
pletely disappeared from the Soviet scene.** The physician in 
private practice, naturally, is not allowed to deliver the official 
sickness certificate. The patient, in order to stay away from work, 
draw his sickness benefits, and escape the provisions of the law 
on absenteeism, must present a certificate issued by a physician 
in his official capacity at a state clinic or dispensary.*7 This means 
that the patient will receive his medical care from one doctor 
(privately consulted) and receive his “legitimizing” papers from 
another doctor (state physician). 

This might mean, for example, that a [state] physician calling 
at the home of a patient-would ask him whether he wanted an 
examination and treatment or only the certificate, in which case 
he would ask the patient for the diagnosis established by the 
privately consulted physician and would enter it in his books. 
As one interviewed physician expressed it, “If you need a certifi- 
cate you go to the dispensary doctor, but if you have a couple 
of rubles you go to a private doctor. The . . . physician who 
delivers the certificate is not a doctor in the eyes of the patient 
but a state employee who delivers the necessary papers.’ 3 

Since most state employed physicians are overworked as it is, 
they generally welcome the opportunity of not having to examine 
the patient, establish a diagnosis, and prescribe. 
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Implications of Demands for Medical Certificates 


Demands for the medical certificate in non—bona fide cases 
have, however, a series of disturbing implications for the physi- 
cian and for medical practice in general. 

The net result of the existence (or the suspicion of the exist- 
ence) of large-scale malingering leads the physician to assume 
that every claimant for medical care and the medical excuse 
who does not have an obvious medical condition may be trying 
to deceive him, and is an actual, or at least a potential, malingerer. 
One is reminded, for instance, of the humorous though fictional 
account in The Good Soldier Schweik, in which every sick soldier 
— without exception — was considered and treated as a malin- 
gerer, and particularly of the one who was “dying of consumption 
pretending he had tuberculosis.” Indeed, physicians who have 
written on this subject have pointed to the great danger of and 
injustice in mistaking a sick person for one simulating illness.%° 
It must also be clear that suspicion inherently tends to destroy 
the feeling of mutual trust between doctor and patient, which is 
of paramount importance in the medical relationship. Indeed, 
as one of the physicians interviewed in the course of this study 
remarked, under these conditions “every doctor looked upon the 
patient as an adversary who wanted to deceive him and illegally 
receive a day off.” *° Manifestly, the malingerers shift upon them- 
selves the burden of proof that they are sick, while the physician 
assumes the role of demonstrating that they are not sick. What 
this means, in more concrete terms, is that the really sick person 
will have to go to great lengths to convince the physician he is 
not shamming. As the above-quoted physician declared, “every 
patient who was sick and knew about the fakers tried to aggra- 
vate his case in order to receive the medical treatment to which 
he was entitled in the first place.” Furthermore, malingering may 
well create in the physician’s mind definite animosity and antag- 
onism toward all patients. The doctor, instead of blaming the 
regime for having created and abetted conditions that encourage 
malingering, may direct his frustration toward those specific 
individuals who make his work difficult. Finally, malingerers 
overload medical facilities (which are scarce as it is), thereby 
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reducing the amount of medical attention available to the sick 
population. 

Direct requests for assistance on nonmedical grounds, re- 
gardless of the means used to motivate the physician, introduce 
another extraneous and disturbing element in medical practice: 
that of moral evaluation. This evaluation then tends to spread 
to the entire patient-doctor relationship so that the central ques- 
tion which the physician seeks to resolve is no longer “What is 
wrong with this person?” but rather “Does he or does he not 
deserve a medical excuse on other than strictly medical grounds?” 
or “Is he or is he not trying to fool me with a pathetic but exag- 
gerated and untrue story?” This, then, tends to destroy the tra- 
ditional neutrality of the patient-doctor relationship (exclusive 
concern with problems of health, independent of moral and other 
considerations) and is, in the long run, prejudicial to effective 
medical practice, which is, as we have seen before, dependent 
on the absence of moral judgment and standards. Consequently, 
this may, in turn, irritate and frustrate the physician, precisely 
because he is put in the position of making moral decisions, a 
function for which he does not have the training or the prepara- 
tion that a priest, for example, has. Lastly, his inability in many 
instances to grant help or relief may only highlight his own 
powerlessness. 

When the physician is asked for a medical certificate without 
treatment, the supposedly auxiliary function of legitimizing the 
patient’s illness becomes primary, while medical treatment, the 
function for which the doctor has been trained for so many 
years, is completely obliterated. He is then nothing more than 
a certifying agent, a gear in the organization and maintenance 
of labor discipline: he has become the medical bureaucrat re- 
duced ad absurdum. 

The physician is thus often confronted with a series of prob- 
lems that bear little or no relation to medical practice in the tra- 
ditional sense: he finds himself in the position of having to pass 
judgment on motivation and of being deceived and told “sob 
stories,” whose veracity he may often doubt. Some of these 
stories are spun, of course, by professional malingerers who may 
use the free time to engage in such activities as speculating in 
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scarce consumer goods. On the other hand, honest workers 
may want or need some free time to attend to personal matters 
or to stand in line to buy goods in stores at the officially low 
price. While obviously the former category of individuals does 
not “deserve” an excuse, the latter does. It is difficult for the phy- 
sician to sift the worthy from the unworthy cases. Torn by the 
claims of those who are genuinely in need of medical attention, 
those who do not need this attention but deserve an excuse, and 
those who do not, the doctor may oscillate between attitudes of 
indifference and compassion and acquire, in the long run, a 
deep sense of frustration. These feelings are evidenced in the 
statement of a woman doctor: “Sometimes we got together and 
asked ourselves, “What good are we doing to the people?’ We 
gave bulletins (sick certificates) and the patients were satisfied, 
but what did we do? We just sat there and decided which ones 
we shall give bulletins to and which ones shall we refuse. Of 
course, we helped some, but morally it was great suffering.” * 

It stands to reason, furthermore, that the physician’s power 
to grant certificates is not and cannot be unlimited. The ability 
to escape the provisions of the law simply by addressing oneself 
to the doctor would lead to a wholesale exploitation of the med- 
ical system and to the breakdown of social and legal controls, 
as well as to a falling-off of production. Since controls and indus- 
trial production are precisely areas of the first importance in the 
Soviet scheme, the regime will not, of course, sanction unlimited 
discretion on the part of the physician. Because it has fallen to 
the lot of the physician to become part of the system of labor 
discipline, a function for which he has received no formal train- 
ing, additional pressures and controls must be brought to bear 
directly upon him to preclude his interfering with the plans of 
the regime and with production. 


The Soviet Physician and the State 


In any social system the evasion of social and other obligations 
at will, through the manipulation of medical dispensations, 
creates a problem of contro] that must be solved if the system 
is to continue to function without fundamental change. This 
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applies particularly to Soviet society, which is an industrialized 
system dependent upon the close coordination of the work of 
many workers, each of whom performs just one step in the pro- 
ductive process, and which relies more on external controls and 
coercion than upon internalized norms or incentives. Probably 
the best available formulation of the dilemma of the doctor was 
given by an official of another communist state, Czechoslovakia, 
a country facing problems essentially similar to those of the 
Soviet Union. This official complained that absenteeism had 
risen to major proportions, and that it was financed in part by 
payments from the health insurance programs, whose directors 
and physicians did not understand the need for maximum pro- 
ductivity. He continued, “Philanthropic considerations prevail 
everywhere, with great favoritism to the individual at the ex- 
pense of the community. He asserted that to cure abuses the 
insurance system was being reorganized to make it a pressure 
instrument for keeping workers at their machines even when ill. 
He concluded with these words, “Damage to the workers’ health 
is not as serious as economic damages to production . .. if we 
are to close down a whole workshop to prevent someone from 
catching a cold, then sabotage may be the result of health care 
and production may suffer.” *? In more concrete terms, a Soviet 
physician writing in the Medical Worker stated the problems: 


“(In a dispensary the doctor who] uses formalistic methods can find 
in every individual he examines symptoms of pathological processes; 
he can label these as “hypertonic,” “vegeto-neurotic.” Such “humanism” 
has no basis in fact, no scientific grounds. The Soviet physician must 
sift from the total mass of virtually healthy individuals those few who 
are really sick and need immediate medical attention . . . while work- 
ing in a factory dispensary the physician could deprive production of 
many workers, if he were to approach the problem exclusively from 
the viewpoint of the delivery of sick certificates. (How shall we solve 
the “problem:” shall we just withhold the certificates and consider the 
patients as malingerers or aggravators, or, on the contrary, shall we 
give them an unlimited number out of “humane” considerations? ) *8 


Having posed the question, the author refuses to offer a solution 
except to say that “somehow the Soviet physician will find a 
way. It is clear, however, that the solution must lie somewhere 
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between the two poles of “community” and “individual” interests 
and that the exact point on the continuum will be determined by 
the physician himself, the type of immediate pressures that im- 
pinge upon him, and the importance given to health problems. 
Given the nature of the Soviet system, it may be expected that 
the solution will fall closer to the “community” end than the 
“individual” one. Doctors are urged not to “approach the problem 
exclusively from the viewpoint of the delivery of sick certificates,” 
that is, from the viewpoint of the individual at the expense of 
state, community, or production interests. 

What, then, are some of the mechanisms that control the phy- 
sician’s work? There are informal and formal mechanisms, spon- 
taneous or institutionalized. The informal mechanism consists 
of the physician’s efforts to check the flow of claimants for the 
medical certificate. There is no reason to assume that he is un- 
aware of the breakdown of social and legal sanctions as well 
as the economic consequences that would follow a completely 
permissive attitude on his part. Indeed, as Sir John Collie wrote 
almost forty years ago, “Surely it is the duty of the medical man 
to help the State count amongst her citizens the maximum num- 
ber of units capable of work.” 4* Further, the physician, as a 
trained professional, does not relish the idea of having the wool 
pulled over his eyes by clever malingerers and sob-story spinners 
and will be on his guard at all times. The technical factor of 
knowledge cannot be discounted either. Indeed, in conversations 
held with physicians in the Soviet Union it was pointed out that 
it was becoming increasingly difficult for the individual to fake 
illness because of the multiplicity of tests available in medicine. 
Also, physicians are usually able to detect when the symptoms 
and the clinical picture they see do not correspond to the real 
thing. Thus, for example, those who pretend to have epileptic 
fits will be extremely careful not to hurt themselves when they 
simulate a seizure, while those who have real fits will fall down 
in any position and will often hurt themselves in the process. 
As one Soviet physician indicated, doctors acquired a great deal 
of experience in spotting those who were really sick and those 
who just shammed: “Doctors would also get to know those peo- 
ple who were usually fakers and they would warn each other 
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about them .. . doctors had to determine who was afraid of 
the law, who was a faker, and who was really sick.” * 

Another physician was also careful in distinguishing between 
those who, in her eyes, had a legitimate claim for the excuse and 
those whose intentions were criminal: “There are professional 
malingerers who just refuse to work. They wanted to speculate 
. . . to this category of patients we would be, of course, quite 
strict. They wanted to earn money for themselves and deceive 
the. doctor... «:-*° 

Further, the physician may well believe that since pressures 
are heavy on everybody, including himself, there is no reason 
why “undeserving” individuals should be able to take advantage 
of the system for their own private and selfish ends. Lastly, phy- 
sicians cannot but realize that the malingerers take up their time 
and energy, overload medical facilities, lengthen their work- 
hours, and contribute to complicate their already difficult work 
situation. They may, then, be expected to have but little sym- 
pathy for the suspected or detected “undeserving” malingerers. 

As to the individuals who come to the physician with a direct 
plea for assistance, based on arousing either his sympathy or 
greed, there is an additional element (besides fear of legal in- 
volvement) that keeps the doctor from being too soft-hearted or 
gullible: this is the fear of agents provocateurs, who in one way 
or another will sometimes entice the physician into an illicit act 
only to report him to the authorities. One physician expressed 
this fear in the following terms: “The doctor is afraid, like every- 
body else, to be denounced and prosecuted. Every patient could 
be an agent. The crying woman may be one, who knows?” #7 

There have been cases reported in the interviews in which 
physicians suspected of meeting patients “halfway” were visited 
by individuals sent for the express purpose of ascertaining 
whether this was true or not.*® Such visits act, of course, as a 
powerful deterrent on the urge to “help” indiscriminately. 

Where informal mechanisms of control may fail to keep the 
physician in line, there are more formalized pressures applied 
to the physician by the state, the party, the trade-unions, and the 
organs of health. Physicians are sensitive to these controls and 
pressures because they cannot resist them, lacking a corporate 
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or organizational basis to do so. The essence of such pressures, 
of course, is that the interests of the factory, the collective farm, 
the community, and the state must have priority over the wel- 
fare of the single individual in case of a conflict between them. 
As a Soviet physician writing in the Medical Worker expressed 
it, “The Soviet physician subordinates the personal to the social. 
The organization of medical care is planned and derives from 
the interests and the development of the entire country.” * 
Interviewed doctors reported that to limit the physician’s discre- 
tion the medical bureaucracy had devised two norms or indices, 
readily available and understandable both to physicians and the 
medical bureaucracy. The first index is that of temperature: 
patients who claim they are sick must show a temperature above 
a certain minimum. This explains, for example, the popularity 
of the means of artificially raising temperature given in answer 
to the question on malingering methods. This minimum varies 
with the necessities of production and the urgency of the situa- 
tion. In periods of extreme emergency practically no one may 
be excused on this ground. Although temperature is not, by any 
means, a universally valid criterion for diagnosis, and although 
it can be created artificially without much difficulty, it serves 
as a handy measuring stick and helps the physician to reach his 
decision as to whether to excuse or not. It is, of course, possible 
for the physician to indicate in his records a temperature higher 
than recorded, and this is often done. Yet this is practicable 
only when the physician is alone with the patient. If a nurse is 
present, or if she is the one who takes the temperature, the doctor 
will be more hesitant in falsifying the record since he will be 
running the risk of being denounced by an overzealous person. 

The second index (apparently less generally used) is the 
issuance of definite and limited norms of certificates to be 
granted in any one period. These norms, expressed in percen- 
tage of individuals on a physician’s panel, may also be revised 
according to the situation. The doctor who consistently exceeds 
his norms will be called upon to explain his actions and may be 
admonished or punished unless he observe the quotas. A Soviet- 
trained physician, who also was chief of a clinic and thus directly 
responsible for the work of his colleagues under him, reported 








To Certify or not to Certify 167 


that the clinic kept a daily record of morbidity and of certificates 
issued. Physicians who had exceeded their norms were called 
into the office and asked, for instance, “How come, doctor, last 
week you gave fifteen certificates and this week seventeen?” And 
the doctor had to explain, medical records in hand, why he had 
done so. In other words, he had to “justify his professional ac- 
tions.” ®° Failure to heed the norms may result in punishment 
for the physician. Indeed, in April 1939, the Central Council of 
the Trade Unions adopted a resolution calling for consultation 
with the Health Commissariat on measures to improve medical 
care and on steps to be taken “against doctors who admit idlers 
and malingerers to hospitals.” 5' And by the same token, a phy- 
sician who wants to ingratiate himself with his superiors and 
the regime will endeavor to reduce the excuses to a minimum, 
since each excuse refused is, in the short run, one more individual 
whose production will not be lost. It was reported that during 
the industrialization drive there was a system of “socialist emula- 
tion or competition” organized among the physicians. This 
paralleled the one in vogue in industry *? in which individuals 
and factories were urged to challenge each other to reach higher 
production. In the medical field the physicians were ordered to 
compete to reduce to a minimum the number of days lost 
through illness and accidents. What this meant, in turn, was 
that physicians had a tendency to underregister cases that came 
to their attention. Thereby, the number of sick certificates issued 
would be reduced. Or, they would pretend that the cases that 
came to their attention were minor ones. This, in turn, had nega- 
tive consequences in that failure to deal with patients at the 
inception of illness often led to the aggravation of that illness 
with the result that, instead of losing three days, the worker 
might be out of work for many days, for which, in the long run, 
the physicians themselves were blamed.** 

The example of “socialist emulation” demonstrates the prob- 
lems raised when methods applicable to one field of endeavor 
are imposed upon another field without taking into consideration 
some of the fundamental differences between the two. Indeed, 
this practice was scored as recently as the Nineteenth Party Con- 
gress of 1952, by V. V. Kuznetsov (then Chairman of the All- 
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Union Central Committee of Trade Unions), when he declared 
that 


in some medical institutions competition was organized among doctors 
on matters directly concerning curative treatment. Competition agree- 
ments were concluded among medical institutions and doctors on re- 
ducing the length of cures in the hospitals, reducing expenditures of 
medicines and bandaging materials. [Laughter in the hall.] In the pur- 
suit of good indices, medical services to the workers and employees 
unquestionably could have deteriorated.®4 


The laughter that greeted the statement may well be indica- 
tive of the ludicrousness of the practices imposed upon the physi- 
cian. Yet such practices do exist and appear to be part of the 
system, particularly during drives or campaigns to accomplish 
a certain objective, when all the available resources are directed 
toward that specified goal. It is during such drives that conflicts 
between the physicians and the representatives of the regime are 
apt to become most acute. There is, on the one hand, the need 
for maximum manpower for the “push.” On the other hand, the 
physician is seen as the obstacle to the realization of plans be- 
cause he has the power to recommend — indeed, to abet, the 
immobilization of manpower. The following extreme case, which 
took place in the middle thirties, may serve as an illustration: 


The kolkhoz [in Siberia] had been ordered to do some work on the 
railroad, and the kolkhoz chairman received the order that 100% of 


the kolkhozniks were to report for work. . . . [He] gave the order 
that all, without exception, should appear. No one had the right to 
stay away, even those who had chronic diseases . . . and who in 


general were excused from medium and heavy physical labor. A few 
of these sick people turned to the physician declaring they could not 
go to work on the railroad. The physician went to the chairman and 
began to ask him to excuse ten people. [Question: How many were 
there in the kolkhoz at that time?] About one thousand. The chairman 
said to the doctor, “I would excuse these people from work willingly, 
I know that they are sick people, but read the order yourself.” 
Actually the order stated that all, even the old people, the children 
and the chronically ill must appear for work. [Who sent the order? ] 
It came from the District Soviet. It also stated that people who could 
not work physically would be used as accountants, bookkeepers, etc. 
The doctor read the orders and saw that he could do nothing, and the 
chairman said, “I also have received secret instructions that I must 
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pay special attention to cases of sabotage on the part of the physi- 
cians.” . . . The doctor asked, “How will the seriously ill, the old 
people, go to the place of work?” The chairman replied, “They will 
walk.” The doctor then said, “There are ten kilometers and it’s a long, 
hard way.” The chairman replied, “I am sorry, but all the horses, carts, 
and drivers of horses will be sent away this evening and the people 
must go there the next morning.” The doctor . . . told the patients 
they must go since he had no right to excuse them. They answered, 
“Of course, it’s simple and easy for the doctor to accuse the chairman 
and not to fight for the rights of the patients.” But what could the 
doctor reply? He had, of course, no right to mention the secret orders 
. . . The next morning . . . the foreman, a party member, told the 
doctor, “Keep in mind that you have no right to excuse anyone from 
work.” “Then what must I do?” asked the physician. “You must only 
help the sick and the wounded to work.” . . . The doctor, anyway, 
gave a few excuses . . . as soon as some of the people who were sick 
and who had not been excused learned about this they left work and 
ran to the doctor. And the foreman tore up these excuses and said he 
was sending a report to higher authorities about the sabotage per- 
petrated by the doctor. The commotion increased even more when, 
after two or three hours, 25 per cent could not work at all. The fore- 
man accused the doctor, saying he had advised these people not to 
work and the sick people accused the doctor, saying that if he had 
wanted they could have remained at home and not risked their health 
. . . Although no formal punishment was taken against the doctor, it 
was said to him: “A doctor must not only be a doctor, but he must 
also be social minded, and understand that in such work, as in war 
work, you do not take losses into consideration.” 55 


While this example refers to the middle thirties, there is evi- 
dence in the medical press that the physicians in the postwar 
period are similarly called upon to support the efforts of the 
regime in the agricultural regions and in industry, particularly 
in making available every individual who can be forced to go 
to work. Should a kolkhoz chairman, for example, blame the 
nonfulfillment of plans on sickness among the collective farmers 
a team of physicians and other medical personnel may be dis- 
patched to the farm to investigate. Those who are found to 
malinger or to shirk work on specious pretexts may have their 
privileges revoked. Those who are actually in need of medical 
care or surgical intervention may receive such care. Thus, physi- 
cians are engaged in a large salvaging campaign aimed at re- 
claiming as much of the population’s working capacity as prac- 








170 The Doctor and Patient in Soviet Russia 


ticable. According to an article in the Medical Worker, the 
collective farmers of the Chudnov District worked 120,000 more 
workdays in 1951 than in 1950. “Medical workers can say with 
pride that this is partly due to their efforts.” °¢ 

In the same vein, physicians in industry are urged to employ 
sick or disabled workers to the limit. Typical, perhaps, of the 
considerations that face the doctor is the following description 
by an interviewed physician: 

If someone hurt his leg and could not stand up, the doctor would 
recommend his being given a sitting job. Each doctor had to consider 
the following question: ‘Could the patient not be transferred to some 
other kind of work he could perform?’ If a man earned 250 rubles and 
because of an injury was transferred to an easier job that paid only 
150, he would get the difference in salary from social insurance . . . 


In this ey social insurance saved 150 rubles . . . if you saved money 
this way there was that much more to send people to rest cures.5? 


Such a policy, of course, has its merits since it does constitute 
a type of occupational therapy or vocational rehabilitation. The 
danger, however, is to push it too far in the drive for produc- 
tion and to ignore medical indications and specifications in order 
to increase the labor force. This is true, for example, of tuber- 
culosis patients. Physicians are given instructions to the effect 
that tuberculars can live and work alongside healthy individuals 
without undue danger of contamination, if certain precautions 
are observed (separate sleeping accommodations and, if possible, 
separate tables and tableware in the mess halls, and so on). 
Segregation, as practiced in the West, is presented as a reaction- 
ary policy. The real reason is not contagion but “the unemploy- 
ment that is raging in the West among healthy workers.” °° 

It must be remembered, furthermore, that each physician’s 
decision to recognize an individual as sick is triply costly because 
the worker does not produce, he still draws part of his pay, and 
treatment itself involves a cost. Hence the regime's concern that 
the minimum number of excuses be granted. Thus, in addition 
to the norms which were reported by the interviewed physicians, 
the certificate-giving function is surrounded by elaborate pre- 
cautions. The payment of wages in case of illness is administered 
through the plant trade-unions and can be done only if the 
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worker presents a certificate (bulletin) issued by a plant physi- 
cian in his official capacity. As we have seen, excuses delivered 
by a private physician have no validity in this respect. The 
certificate itself is numbered and consists of two parts: one 
which remains at the clinic, and a perforated counterfoil given 
to the patient. At the time the latter reports back to work he 
gives it to the attendance checker. The checker notes the type 
of work done by the worker, the date of return to the plant, the 
individual's number, and the number of days absent. This is 
verified and signed by the shop foreman. The bulletin is then 
sent to the issuing clinic where the physician in charge of the 
particular patient’s shop examines it, codes the disease, registers 
the bulletin, and then sends it to the personnel section, where the 
worker's labor book is examined and the length of uninterrupted 
work at the plant is noted (this affects the percentage of pay 
that will be issued). From personnel the bulletin travels to the 
shop's social insurance commission where the commission chair- 
man verifies the correctness of the bulletin and makes a note of 
the individual's union membership. Depending on the commis- 
sion’s findings, the payroll department pays the compensation, 
after another careful examination.5® On his own authority the 
physician can grant only a limited number of days off (usually 
it is three days, renewable to a total of not more than seven or 
ten days ).®* Beyond that length of time the patient must appear 
before a medical board of two or more doctors called a Con- 
sultative Medical Commission (Vrachebnaia konsultativonaia 
kommissiia) which attempts to determine more carefully what, 
if anything, is wrong with the individual and to prescribe any 
necessary remedial action. If the individual is found to be per- 
manently disabled he is transferred to the jurisdiction of the 
Ministry of Social Security, and appears before another board, 
the Expertise Medical-Labor Commission (Vrachebnaia trudo- 
vaia-ekspertivnaia kommissiia), which passes on the degree of 
disability and the pension to be granted.* 

The trade-unions which administer the funds of social insur- 
ance are also concerned with this problem since the physician, 
in a sense, disposes of “their” money. To this end the trade-unions 
themselves employ physicians who must check on the physicians’ 
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and the commissions work and must determine whether there 
have been abuses or irregularities on this score. For example, it 
was revealed in 1952 that in the Kharkov Electromechanical 
Plant more than 400 cases of irregularities in the issuance of 
certificates were discovered.®? Thus, while the regular physician 
may feel sympathetic and permissive toward his patients, the 
insurance physician, on the other hand, will be interested only 
in protecting the interests of the union funds and will not be 
easily mollified by hardship cases or “philanthropic” considera- 
tions. It may be presumed, furthermore, that physicians do not 
relish interference on the part of their “insurance” colleagues 
employed by the trade-unions. Indeed, in an article appearing 
in Trud, one trade-union physician complained of “the lack of 
cooperation’ shown by regular physicians.©* The problem of 
checking by “outside” physicians is, of course, not unique with 
the Soviet system. It is common procedure whenever claims must 
be settled on the basis of a physician’s report. Thus, Archibald 
M’Kendrick, writing in 1912, noticed the discrepancy between 
the claimant's doctor and the company doctor in contested cases. 
He attributed the discrepancy to the fact that the claimant’s phy- 
sician usually identified with the patient whom he knew inti- 
mately, whereas the company doctor looked at the case from a 
purely business viewpoint. The company physician (the equiv- 
alent of the trade-union doctor) “probably has examined thou- 
sands of injured workers . . . and has learned to take a liberal 
discount of the alleged symptoms. His routine of examination 
is different . . . he wants proof that every symptom exists and 
takes nothing on trust.” ** The same applies to the Soviet insur- 
ance physician, who is quick to detect his colleagues’ liberality. 
As one interviewed doctor reported, “The insurance physician 
would tell this or that physician he was too soft, that he gave too 
many bulletins. He would then brandish a sheaf of these bul- 
letins: “You gave this man an excuse, and he was seen fishing; 
you must be more careful in your work, otherwise production 
falls off.’ ” & 

While it can readily be seen that the physician’s ability to 
“help” is severely circumscribed, the inference might easily be 
drawn that he can well afford to be indifferent to the fate and 
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health of those individuals he must see by overcomplying with 
the orders and directives he receives from above. This is not, of 
course, the case. The physician still remains responsible for the 
health of the population, and there are other countermechanisms 
that restore, to some extent, the balance of forces in favor of 
the individual against the claims of society. 


Sanctions of the Patient and the State Against the Physician 
While adherence to a philosophy that would make the indi- 


vidual’s welfare the supreme and exclusive concern of the physi- 
cian is clearly difficult to achieve under Soviet conditions, the 
fact remains that the physician treats and deals with individuals, 
not “society,” and is ultimately responsible for the individual's 
health. It follows, then, that the role of the physician is not so 
much the prevention of abuses of the medical system (which 
abuses are the by-product of certain special conditions existing 
in the Soviet system during forced-draft industrialization) as the 
lessening of the impact of ill health upon the individual (and 
indirectly upon the system). The doctor must, then, strike a 
delicate balance between these two aspects of his work. Again, 
there are spontaneous or informal pressures, as well as formal 
and institutionalized ones, that keep the physician from neglect- 
ing his functions at the expense of the individual patient. 

It must be assumed, at first, that the physician wants to fulfill 
the functions for which he has been trained over a long period 
of time and for which society maintains him. This must be par- 
ticularly true of those who enter the medical field out of “ideal- 
istic” motivation, but it may be suggested that others who enter 
the field for different reasons are also drawn into its everyday 
problems and dramas and attempt to do the best job they can. 
There is also evidence in the interviews with former Soviet doctors 
that certain aspects of the prerevolutionary code of ethics, which 
are related to the attitude of the physician toward the patient 
and which do not conflict with Soviet conditions, have been 
preserved and given official sanction by the Soviet medical au- 
thorities. As to the elements that might conflict with Soviet con- 
ditions, such as, for example, exclusive concern for the individual 
without regard for the community, there is also evidence that 
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such principles may be transmitted informally from generation 
to generation of physicians. Yet, as Lewis and Maude pointedly 
ask, “How long can tradition be expected to survive? How long 
will the doctor behave as if he was in a professional relationship 
with the patient, if he is made to feel he is employed by, and 
strictly answerable only to, a local or national authority?” © 

Be that as it may, interviewed physicians reported that they tried 
to live up to the ethics of prerevolutionary physicians and that 
they found meaning in their work through their ability both to 
help individuals and to tone down, insofar as possible, some of 
the harsher and more repulsive aspects of the regime. They 
found themselves taking an anonymous but satisfying stand 
against the encroachments and the cruelties of a system whose 
victims they and their patients were. Indeed, it is relatively 
easy for the physician to identify with the majority of patients 
because his style and standard of living do not place him in a 
category far above that of great masses of the population. 

In a more formalized manner, the professional actions of the 
Soviet physician are dictated by the bureaucratic organization 
that employs him through directives and instructions he receives 
from his superiors. These directives have, to a large extent, 
superseded the code of ethics that directs the professional con- 
duct of physicians in private practice. That is, of course, part of 
the transfer of medical affairs from a corporate body to a med- 
ical bureaucracy. It is perhaps significant to note that the 
Hippocratic Oath,®? which was taken by tsarist doctors (as it is 
in the West), was abolished after the revolution because it 
“symbolized bourgeois medicine and was considered incom- 
patible with the spirit of Soviet medicine.” “If,” continues a 
Soviet commentator in the Medical Worker, “the prerevolu- 
tionary physician was proud of the fact that for him ‘medicine’ 
and nothing else existed, the Soviet doctor on the other hand 
is proud of the fact that he actively participates in the building 
of socialism. He is a worker of the state, a servant of the people 
... the patient is not only a person, but a member of socialist 
society . . . the builder of socialism.” &* The Hippocratic Oath, 
it is true, is obsolete, and many of its provisions do not apply 
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any more. Yet it is a symbol of devotion to an art and to the 
patient. The Soviet doctor swears allegiance to the state and 
to that mythical entity, “the people,” which mean the same thing. 
This affects the universality of medical practice in that it does 
matter who the patient is and what his contribution to the 
regime is. 

While it is the medical bureaucracy, then, which directs the 
physician's action and tells him who and how to treat, there are 
other methods employed to keep the physician in line. There 
are, of course, the several so-called “social organizations,” the 
trade-unions, for example, which deem it their duty to examine 
the doctor’s work and to interfere and criticize it if they think 
he is deviating from the “correct” path. And yet there is still 
another, typically Soviet, institution which brings a peculiar 
sort of pressure to bear upon the doctor because it enlists the 
individual’s motivation: it is Soviet self-criticism, to which refer- 
ence has already been made earlier. 

In its attempt to mobilize the population behind its programs 
and secure the loyalty (or at least the cooperation) of the popu- 
lation, the regime in its propaganda never ceases to repeat that 
one of its most cherished goals is the welfare of the individual 
(zabota o cheloveke). The Soviet health system is presented as 
still another brilliant achievement that could never be matched 
under capitalistic conditions (the United States in particular), 
where “millions are dying because they cannot gather the few 
dollars necessary to pay for the doctors and the drugs. This is 
what happens where the workingman does not count... 
where all is done for profits.” 7° And when the medical care of 
the Soviet citizen falls short of the mark, as it often must, the 
fault and the responsibility are said to lie with the health au- 
thorities, individual physicians, and medical personnel — not with 
the system of health care or the regime. Indeed, the essence of 
the propaganda is that the regime does all it can to guarantee 
to the population adequate medical treatment by providing, for 
example, huge funds for that purpose. Soviet citizens are urged 
to report all the shortcomings, the unnecessary delays, the red 
tape, and the cases of rudeness and “inhuman” behavior on the 
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part of medical personnel. These reports usually take the form 
of letters addressed to the editor of a newspaper and are some- 
times published, either in their original form, edited, or as a 
résumé with other similar letters. At the same time, writing these 
letters provides the public with a safe outlet for the expression 
of aggression, and, by focusing upon the members of the lower 
bureaucracy, deflects their aggressive feelings away from the 
regime and its rulers. Thus, a leading editorial in Pravda states 
that 


Attentiveness, responsibility, and a sympathetic attitude toward the 
patient are demanded of each medical worker. Unfortunately, not all 
physicians, feldshers, and nurses have the proper attitude toward their 
duties. Pravda receives letters from working people complaining of 
formalism and a hard-hearted attitude on the part of certain public 
health workers. Evidently party organizations do not carry on the 
necessary educational work among medical personnel everywhere. In- 
stances of inhuman indifference for the sick are absolutely intolerable 
and must be met with the most severe condemnation.™ 





More specific attacks on and criticism of the actions of physi- 
cians may be found in the pages of the Medical Worker and 
other Soviet newspapers, particularly Trud, the trade-union 
organ, Thus, D. Kuznetsov writes from Zhitomir that “Just as 
he enters the reception room, the patient experiences from his 
first steps the bureaucratic, indifferent attitude of the medical 
personnel . . . examination of patients is done in a hurry... 
there are constant mistakes in diagnosis and in therapy.” 7? Another 
letter in Trud states that “In the Sanatorium of the Trade Union 
No. 1 at Tskhaltubo the patients see the physician [only] when 
they arrive and when they leave. .. Comrades Panus, Goncharov, 
Kitani, and others complain about the rudeness of the chief physi- 
cian of the Odessa Sanatorium ‘Sudostroitel.’”** A final example 
is provided by a letter published in the Medical Worker entitled 
“Only Heartless,” relating two cases of negligence on the part of 
physicians. In one case the mother of the writer had complained 
of pains in the region of the liver and was hospitalized in the 
clinic of a Professor Voronov. There she stayed a month and a half 
and did not get any assistance, though her complaints exasperated 
the professor, who accused her of malingering. The patient was 
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discharged and went into another clinic where her trouble was 
diagnosed and where she received the care she needed. In the 
other case, a Dr. Cherkessova behaved in an extremely rude 
manner toward an older worker, accusing him of drunkenness 
while he was actually quite sick. The letter ends with these words: 
“Of course, one cannot demand that in each case the doctor make 
a faultless diagnosis. But it is completely intolerable that when a 
doctor cannot diagnose the illness he should insult the patient. 
This is precisely the way Dr. Cherkessova and Professor Voronov 
acted toward their patients. They call this being heartless. Is 
that all?” 4 

It may be presumed that no physician, regardless of the rea- 
sons that may have prompted him to behave in one way or 
another toward the patient (and conditions of work are such as 
to try even the most mild-mannered), will relish the idea of 
being attacked publicly and in print for alleged professional 
misdeeds, particularly since such attacks may only be the pre- 
lude to more disagreeable consequences. A similar problem is 
said to exist in England, where dissatished patients may bully 
National Health Service physicians by appealing to the Regional 
Health Boards and Official Executive Councils.7® 

In addition to writing letters to newspapers, patients may also 
complain directly to the Health Ministry, which maintains special 
complaint bureaus to which these letters are directed and from 
which investigations are supposed to be launched to verify the 
accuracy of the charges and to take or recommend the necessary 
disciplinary action against medical personnel. This is, of course, 
a lesser source of anxiety for the physician, since these letters 
are addressed to the very same organization that is responsible 
for the dispensation of medical care and since members of that 
organization are well aware of the conditions under which their 
doctors must work. In addition, these bureaus are often under- 
staffed, and in most cases letters are allowed to gather dust. The 
Medical Worker and the general press, therefore, find it neces- 
sary at regular intervals to remind the bureaus of their duties 
and to admonish them to pay more attention to the “complaints 
of the toilers.” For instance, “the same bureaucratic attitude 
toward the complaints continues as it has in the past at the 
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Kharkov Public Health Department,” says the Medical Worker, 
adding that “the letters are directed to the very person against 
whom the complaint has been lodged.” 

It is obvious that the presence of a multiplicity of channels 
for the airing of grievances is an additional source of concern 
to the physician because he is under the strain of having his 
decisions and actions aired, discussed, scrutinized, reviewed, 
and challenged by individuals who often are completely un- 
aware of the nature of medical work, of its many imponderables, 
of the fact that decisions taken in good faith may turn out to 
have been wrong and may be interpreted as negligence. Further- 
more, such attacks, of course, may be completely unjustified and 
motivated by personal antagonism, the desire to settle grudges 
or to “get even” for imaginary or real wrongs. The conditions 
under which the physician must work (in terms of equipment, 
facilities, cooperation, and other factors) often make it difficult 
for him to dispense the type and quality of medical care that 
would satisfy the patient. When only a few harried minutes 
can be devoted to the examination of a patient, it is often likely 
that the diagnosis will be erroneous and that the physician may 
appear rude to the patient.” 

To incur the displeasure of the patient may thus have dire 
consequences for the physician. Punishment may range from a 
reprimand to a court trial. It is in cases of this nature that the 
Jack of an autonomous and vocal medical association may leave 
the physician helpless before those who judge him. One of the 
interviewed physicians described his situation by saying that 
his responsibility was tremendous but he did not have the au- 
thority to match it. Therefore, he felt that he was under constant 
pressure and that “all day you feel that at any time any dis- 
satisfied patient may write a letter about you.” 7 

The physician is thus urged and instructed to act “like a 
doctor’; yet he is often denied the conditions and the necessary 
support to do so, and frequently punished for his failure. To 
these pressures there must, of course, be added the uncertainties 
and other strains in the medical field itself, which are found in 
modern medical practice everywhere. 
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Significance of Role Conflict 


The difficulties experienced by the Soviet physician are the 
result of factors present both in the Soviet situation and in a 
system of state-run medical care. Undoubtedly a low standard 
of living, coercive measures, and totalitarian controls — as well 
as the secondary priority accorded the life and health of the 
individual (except as a producing instrument) — exacerbate, 
rather than mitigate, certain inherent structural weaknesses of 
socialized medicine, such as excessive bureaucratization, inertia, 
and unwarranted interference by laymen in professional matters. 
There is, however, reason to believe that under certain specific 
types of social organization some form of “socialized medicine” 
is the only solution to the problem of medical care. For example, 
it would be difficult to conceive of private medical practice in 
the armed forces of any contemporary nation — or, for that mat- 
ter, of private practitioners on the battlefields dispensing care 
(on a sliding scale, of course) to wounded soldiers and officers. 
There are, however, varying degrees of controls over the physi- 
cian in “socialized medicine”; the Soviet example may illustrate 
an extreme case. 

Furthermore, it may be argued that strain in the role of the 
Soviet physician is not only structured, that is, “built in,” but 
that it is symptomatic of a degree of social malintegration and 
malaise. By absorbing part of that malaise and by cushioning 
and softening the impact of the regime upon the individual, 
the physician acts as a buffer, and as one of the many “adjustive 
mechanisms” of which Parsons speaks, which keep the social 
organism going by limiting discontent and hence disaffection 
and perhaps disloyalty. It is at the same time a highly “informal” 
mechanism, which to some extent escapes the control of the 
regime, and which the regime, therefore, considers dangerous 
since it could conceivably get out of hand. Thus evolves the 
reason for the multiplicity of controls and cross-checks which 
limit the latitude of the physician and tie his hands in all possible 
ways. The field of medicine is such, however, that it is doubtful 
that all discretion can ever be eliminated from the medical role, 
although it must be admitted that the Soviet regime comes un- 
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comfortably close to doing so. In a small, intuitive way, perhaps, 
the regime recognizes the value of whatever latitude it cannot 
take away from the physician and is willing, within limits, to 
let him perform his “adjustive” functions. Thus in a very indirect 
way, and completely aside from the strictly functional aspects 
of medical care in dealing with the problem of “illness,” the 
physician's role of certification is a latent source of strength 
and flexibility in the system. 

The physician’s work in Soviet Russia is hard indeed; yet he 
appears to realize the positive function he performs for many 
individuals, and though perhaps unaware of his contribution to 
the total system, he derives some personal satisfaction from his 
ability to “help people.” Elinor Lipper, herself an inmate of a 
Soviet concentration camp for eleven years, was told by a camp 
doctor, “Camps are made to tighten the screws on the prisoners, 
and we physicians are here to loosen them a bit.” 7 With some 
modification, of course, this statement applies, perhaps, to the 
work of the Soviet doctor in general: he still remains the “attor- 
ney of the poor.” 


A Further Note on the Post-Stalin Period 


Stalin’s successors have made a conscious effort to dissociate 
themselves from some of the more repugnant aspects of his 
dictatorship, such as, the indiscriminate use of terror. At the 
same time, the growth of Soviet industry has permitted an in- 
crease in consumers’ goods and other amenities available to the 
population, and a decrease in coercion. It is significant to note, 
for example, that the edict of June 10, 1940, on labor discipline, 
while apparently not enforced since 1952, was formally aban- 
doned on May 8, 1956.8 In line with this, and in line with the 
hypothesis formulated at the beginning of this book, the pressure 
upon the physician from both the patient and the state must 
have correspondingly abated. In conversations with physicians 
during my stay in the Soviet Union I gathered the impression 
that the situation in this respect had considerably improved, 
although the problem had not, by any means, been completely 
eliminated. As Gliksman points out,*! the most severe penalties 
for absenteeism have been repealed, but the worker is still sub- 
ject to a host of disciplinary measures. 
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Chapter 10 


Social Position and ‘‘Medical Category’’ 


“And what of the patient, this oft forgotten little man of 
medicine?” This is a question that must have intruded several 
times into the reader's mind, particularly since substantial por- 
tions of the preceding two chapters were devoted to the patient- 
doctor relationship as it looked from the physician’s vantage 
point. But, of course, the actions and reactions of the doctor 
are determined by the actions and reactions of the other protag- 
onist in the therapeutic relationship. What, then, is the situation 
of the patient? What are his experiences with the medical sys- 
tem? What are his attitudes toward “socialized” versus “private” 
medicine, and what does he think of the Soviet physician and 
the Soviet medical system? These are really questions that could 
best be answered by going to the Soviet Union and asking the pa- 
tients themselves. Barring this, partial answers may be obtained 
from those people who have left the Soviet Union and who can 
report on their experiences there and abroad. This chapter and 
the ones to follow are based primarily on detailed medical ques- 
tionnaires, mentioned earlier, administered to 1,650 displaced per- 
sons in Munich and New York. The conclusions reached are, of 
course, tentative and valid only for the sample available, though 
the internal consistency of the results may indicate a broader 
validity. 

Class Structure and Medical Care 

It is not possible to talk about the Soviet patient because there 

are several types of Soviet patients. It is better to talk about the 


Soviet patient in each one of the several social classes consti- 
tuting Soviet society. Indeed, studies at the Russian Research 
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Center have shown that the single most important determinant 
of experience, attitude, and life chances in the Soviet system is 
position in the class system. Class is more important than na- 
tionality, than age, than sex and many other variables.! 

The present Soviet class system had its origins in the early 
thirties when, at the urging of Stalin himself, “equality-monger- 
ing’ and the leftist practice of wage equalization were aban- 
doned,* and substantial differentiations in income, prestige, and 
style of living began to appear. The appearance of class patterns 
in all areas of social life was matched by parallel differentiations 
in the type and quality of medical service available to the popu- 
lation. It appears that medical resources, as scarce items, are 
allocated differentially to help promote and further the goals of 
Soviet society, as these are defined by the regime. As a “mobilized” 
system, this kind of reasoning has its internal and irrefutable 
logic. This logic, furthermore, can be enforced, since medical 
facilities are at the disposal of the regime which can deploy 
them in any way it sees fit. Moreover, the promise of better 
treatment, more qualified physicians, and well-equipped facilities 
is one more plum that the regime can hold out to those whose 
loyalty it most wants to secure, as well as being a strong incen- 
tive for mobility and a reward for achievement. 

Differences in medical care are not simply reflections of in- 
come differentiation. Rather, each individual finds himself as- 
signed to a “medical category” determined by his position. This 
assignment also holds for the members of his immediate family. 

There are two basic medical networks. One is the common or 
general network (obshchii set), the other the closed or restricted 
network (zakritii set). The common network, by far the larger 
of the two, is maintained by the Health Ministry and reserved 
for the general population. It has been described at some length 
in previous chapters. There are, of course, gradations of quality 
within that network, with the rural population receiving care of 
lower quality than the urban population. 

The closed network, as its name indicates, is more exclusive, 
and relatively little information is available on it. Under that 
classification, however, come two important subcategories. First 
there is the closed network available to the rank-and-file workers 
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and employees of certain specific organizations, such as the 
armed forces and the ministries of transportation, state security, 
and internal affairs, all of which maintain their own medical 
facilities? While the quality of that network may be higher 
than that of the general network, it is not substantially better 
because it is still reserved for the rank and file. The other sub- 
category, and the one that is least documented, is the medical 
| facilities reserved for the upper strata of Soviet society. It is 
| usually to this type of facilities that a Soviet citizen refers when 
he speaks of “restricted” or “closed” polyclinics. Even within ~~ 
this category there are gradations. The apex of the medical pyra- 
mid naturally corresponds to the apex of the Soviet social system | 
and is reserved for top state and party officials. Each dignitary 
has his personal physician in constant attendance, who prescribes 
work habits, diet, and exercises. If the individual should become 
hospitalized, he can be admitted to the Kremlin Polyclinic, prob- 
ably the best-equipped hospital in the Soviet Union, housed in 
palatial buildings and opulently furnished. If a rest is prescribed, 
the dignitary may be sent to a luxurious sanatorium on the Black - 
Sea, the Caucasus, or Crimea, reserved for people of his own 
rank. In such a sanatorium, in Foros, it was reported that in 
1936 there were an A and B division. The food appropriation 
(exclusive of wines) was 35 and 22 rubles a day, respectively, 
when at that time the salary of a cleaning woman was about 
90 rubles a month.* 
In the next category conditions are less luxurious but still far 
above average. The physician must be shared with five or six 
other officials and their families. Besides high party and govern- 
ment officials, this category includes the cream of the Soviet 
intelligentsia, such as members of the Academy of Sciences,® 
top-flight writers, artists, popular ballerinas, and others. In the 
third category each doctor reportedly has a panel of fifteen to 
twenty families, and facilities are correspondingly less luxurious.® 
Below this type of facility there are, in every major town, 
“closed” medical clinics reserved for local soviet and party ) 
officials. In small localities, where the number of high officials | 
is too small to warrant separate buildings, part of the existing 
| medical facilities are reserved for their use. They are char- 
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acterized by pleasant surroundings, privacy, and superior med- 
ical attention. An interviewed doctor who had been the head of 
a clinic in southern Russia reported that of the eighty beds at 
his disposal, ten, in five rooms of two beds each, were assigned 
to the “responsible people.” At night one nurse and one attend- 
ant were assigned to each section. This meant that the nurse 
and the attendant in the “ordinary” section had about seven 
times as much work as the two working in the “special” section. 
While it was very difficult for an “ordinary” patient to obtain 
help at night, “there always was one attendant and a nurse 
immediately available at the call of a bell” for those in the other 
section.” Descriptions of the differences between the two types 
of facilities are corroborated by other physicians and former 
Soviet citizens. One doctor, for example, reported that there was 
a radio and telephone in each room, “nice furniture,” and “every- 
thing was better, from the doctors to the instruments and the 
food.” Any irregularity would be considered “sabotage.” If, for 
example, a party secretary rang for a nurse, “woe to her if she 
did not appear within a few seconds.”® Another respondent 
added that “nothing but pigeon’s milk was lacking in the closed 
polyclinics, while people starved in ordinary polyclinics.” [998] 

The son of a high party official, interviewed in the course of 
the Harvard Project, gave the following description (impres- 
sionistic, of course) of the difference between closed and com- 
mon hospitals: 


Question: “Did you, yourself, and your family have any contact with 
socialized medicine?” 

Answer: “No, I cannot say so.” 

Question: “Now, if you needed to go to a hospital, how would you 
arrange that?” 

Answer: “Well, it was simple. In all big cities ... there are 
‘closed’ hospitals for Soviet officials.” 

Question: “Did you ever go to one?” 

Answer: “No, not me, but my mother, she had a catarrh.” 

Question: “And did you visit her there?” 

Answer: “Certainly.” 

Question: “Did she have a private room?” 

Answer: “No, there are private rooms, but she chose a room with 
two other women.” 


Question: “Good food?” 
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Answer: “Excellent, it is quite different from ordinary hospitals.” 

Question: “And did you see ordinary hospitals?” 

Answer: “Yes, because I had friends who went to ordinary hospitals, 
students, for example. I brought them food.” 

Question: “What would be the most striking difference that you 
could recall?” 

Answer: “It is difficult to say, because everything was different — 
from the door . . . everything.” 

Question: “Well, describe the ordinary hospital.” 

Answer: “It was an ordinary house — looks like a big school, a big 
aa quite ordinary. You would not see carpets there — no carpets 
there.” 

Question: “But would you see them in the other hospital?” 

Answer: “Certainly, everything was good, like in a private house.” 

Question: “How about the food?” 

Answer: “This was the most striking . . . in ordinary hospital . . . 
I have never been in prison, but I think this is just a little better than 
prison.” 

Question: “Did you actually see the food?” 

Answer: “Yes, I saw it.” 

Question: “And what your mother got?” 

Answer: “In the closed hospital they got what they liked; in the 
morning, the diet nurse asks you what you like.” 

Question: “How about cleanliness?” 

Answer: “In ordinary hospital?” 

Question: “Yes.” 

Answer: “I can’t say it was really dirty, it wasn't like in an ordinary 
house.” 

Question: “But, in the other hospital, did it strike you as being par- 
ticularly clean?” 

Answer: “Oh, yes, because they had a big staff, scrub women. . . 

Question: “And your father had to pay, of course?” 

Answer: “For this closed hospital . . . no, no, the government pro- 
vides such things.” ® 


»? 


It is striking to note that, in the informant’s mind, “closed fa- 
cilities” did not constitute “socialized medicine,” though these 
services were provided free of charge by the “government.” 
The implication is that “socialized medicine” was reserved for 
the “ordinary” people. 

It is impossible to estimate the financial value of medical 
care given to top Soviet officials. A very small (and out-dated ) 
clue, however, is provided from the budget of a party regional 
secretary in the Donbas for the year 1935.'° The secretary re- 
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ceived, in addition to his monthly wage of 750 rubles, a medical 
allocation from the Central Committee of the party amounting 
to 125 rubles per month, when the average monthly wage at that 
time was approximately 250 rubles per person for the total work- 
ing force, and 235 rubles for workers below the rank of fore- 
man./! Thus the secretary, who was by no means at the top of 
the hierarchy, received for health alone as much as one half 
the average of a workers wage and more than one half the 
average monthly wage of a worker below the rank of a foreman. 
Movements up and down the hierarchy are, of course, paralleled 
by movements on the medical totem pole. One physician who 
had worked in the Kremlin related how the downfall of Bukh- 
arin, for example, was accompanied by the downgrading of 
his medical category. “During the 1937-38 purges,” he added, 
“I lost almost all my patients. Maybe half of them were executed 
and I was assigned a new panel.” !” 

Most émigrés queried on the subject were aware of the exist- 
ence of “closed” facilities, indicating they were reserved for the 
members of the Soviet elite, particularly party members, and the 
secret police, although there was a sprinkling of such people as 
famous writers, artists, and other members of the top professional 
elite, that is, those whose services were deemed worthy of special 
rewards by the power elite. This awareness was accompanied by 
a clear-cut conception of the nature of the difference between 
common and closed facilities. Only a small proportion said that 
“everything was better.” Most were careful to enumerate which 
aspects they felt were superior in the closed polyclinics. Men- 
tioned most often was the superiority of the nonmedical, or pe- 
ripheral, components of medical care such as more comfort, lux- 
ury, furnishings, and personal attention. This was followed by a 
mention that personnel were more skilled and that medical 
equipment (including drugs and instruments) was better and 
more plentiful.** 

Further, the émigrés seem to be well aware of what their 
position had been in the medical hierarchy. Seventy-six per cent 
placed themselves in an intermediary category, saying that there 
were some people who received better and some who received 
worse care than they did themselves. Another 20 per cent reported 
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TABLE 1. ANSWERS OF RESPONDENTS TO MULTIPLE-RESPONSE QUESTION, “WHICH PEOPLE GOT 
BETTER AND WORSE MEDICAL CARE THAN YOU DID?” (PER CENT OF RESPONDENTS IN EACH 
SOCIAL-ECONOMIC GROUP WHO CHOSE “BETTER” AND “WORSE”) 


Social-economic groups of respondents 


, Skilled Ordinary 
ht ea ay Intelligentsia Employees workers workers Kolkhozniks 
or worse care Better Worse Better Worse Better Worse Better Worse Better Worse 
High Party and gov't officials 4] m 41 : 43 = 4] 33 a 
= Secret Police 4] . 4] = 40 = 43 — 33 — 
& Intelligentsia , 4 , 3 1 =. 8 2 (oa °° =< 
Employee F Lt — 5 2 — I 6 75 00 — 
Stakhanovite 18 — 1g 10 1 = 17 4 23 
Worker 8 1 9 — — — 8 1 12 a 
Kolkhoznik i" 59 . 74 — 72 — 73 — 54 
Other * 8 6 9 5 4 15 4 a 3 23 
Number of respondents 523 281 489 212 94 40 (if 30 79 13 


« Better: military (any rank); “elite”; ‘‘court” writers, artists, actors, scientists; Kremlin “bandits”; all party and similar “scoundrels’’; for- 
eign communists; “‘bootlickers and toadies”; big and medium bosses, etc, 

Worse: military (any rank); disfranchised, arrested, repressed people; concentration camp inmates; inhabitants of rural and remote regions; 
pensioned, disabled veterans; clergymen. 

b Less than 1 percent. 
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that nobody got worse care than they did. Three per cent said 
that the care was equal for all, and only 1 per cent placed them- 
selves at the top. When these answers were divided according 
to the social position of the individual, it became clear that their 
answers accurately reflected their status. While 80 per cent of 
those in the white-collar occupations (intelligentsia and em- 
ployees ) declared themselves in the intermediary category, about 
75 per cent of the manual workers gave that answer, but only 
3 per cent among the collective farmers. On the other hand, 85 
per cent of the collective farmers saw themselves at the bottom 
of the list as against 16 per cent among white collar people, and 
22 per cent among workers. These answers, of course, may also 
reflect the geographical position of the patients: thus the im- 
pressive break between the answers of the farmers and the others 
may partly be due to urban-rural differences in medical attention. 

Furthermore, when the émigrés were provided with a check- 
list of occupations and asked to check which people received 
better and which received worse medical care than they did, 
again the answers were generally consistent with what is known 
of class differentiations and what has been learned in this study. 
These answers are summarized in Table 1. 

Since medical care is part of the family’s rather than the indi- 
vidual’s standard of living, it might then be hypothesized that 
the single most important determinant of medical care and ex- 
perience is the position of the head of the family in the social 
structure, as it is for most other components of the standard of 
living. Indeed, when the above-given responses were examined 
according to other variables such as age, sex, and nationality, no 
significant patterns could be discerned. Findings, so far, thus 
seem to indicate differences in the type and quality of medical 
care available to the different strata of the population, a finding 
consistent with what is known of class differentiation in Soviet 
society. 








Chapter 11 


Experiences with the Medical System and 
the Physician: Availability, Competence, 
and Rapport 


Generally speaking, emigrés (with, perhaps, the exception of 
collective farmers) did not report any serious difficulties in see- 
ing a physician. Most of them were assigned to a clinic or dis- 
pensary and went there for treatment. Yet there were certain 
class-determined differences in their assessment of the ability 
of having a physician come to one’s house in the event they or 
someone in their family was critically ill. House calls, it should 
be mentioned, are also handled by the patient's dispensary. 
Requests for such calls are usually received in the morning, 
though in some places calls are received up to 2:00 P.M. or 


even later in the afternoon. When calls are no longer accepted =. 


for that day, patients may, in an emergency, summon an ambu- 
lance (skoraia pomoshch). Three fourths of individuals in the 
sample said that a physician would not only come to their house 
immediately in an emergency, but would also come in the middle 
of the night. Only 12 per cent reported that while he might 
come right away, he would not come at night. A similar per- 
centage answered “No” on both counts, and 2 per cent did not 
answer the question at all. Differences between classes were 
marked, as can be seen in Table 2. Most revealing is the pro- 
gression of the figures in column 3: there the percentage figure 
doubles itself for every major social class, again indicating 

importance of class position in the availability of medical serv- 
ices. In the comments which the respondents added, much was 
made of the system of ambulance emergency services, which ap- 
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peared to be a source of considerable pride and psychological 
security and which was felt to be superior to similar systems in 
the West. 


TABLE 2. ANSWERS OF RESPONDENTS TO QUESTION, “WOULD 
PHYSICIAN COME RIGHT AWAY, EVEN IN THE MIDDLE OF THE 
NIGHT?” (PER CENT OF TOTAL IN EACH SOCIAL CLASS) 


Physician would come — 


Right Right Neither Number 
away, away, at once of 
evenat except at nor at No respond- 
Social class night night night answer ents 
White collar workers 
Intelligentsia 79 12 7 2 234 
Employees 75 14 10 1 223 
Manual workers 
Skilled 65 11 20 4 43 
Ordinary 65 1] 19 5 37 
Kolkhozniks 36 20 40 4 30 


Of equal interest were the answers to the question: were men 
doctors and women doctors regarded as being equally com- 
petent? This kind of question has special meaning in a medical 
system where, in a period of 40 years, the percentage of women 
doctors has jumped from less than 10 on the eve of the revolu- 
tion to 76 in 1955,1 and where it may be wondered whether the 
change in sex composition has been accompanied by an equally 
rapid change in the respondents’ willingness to accept doctors 
of both sexes on an equal footing. Forty-eight per cent said that 
“it depended on the illness and the physician.” Of the rest, seven 
times as many trusted men as against women and 20 per cent 
held no opinion on the subject. The fact that almost half the 
émigrés answered that “it depended” is undoubtedly a sign of 
progress in thinking, since it may be assumed that such an answer 
would not have been given if only 10 per cent of the profession 
consisted of women. Indeed, in American society, where less than 
one doctor in ten is a woman, the commonly accepted stereotype 
of the physician is a man. In such a society (and presumably 
in the early years of the Soviet regime) it may be assumed that 
a vast majority would unhesitatingly have preferred a male phy- 
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sician from lack of experience with women doctors and from 
the sheer weight of tradition. 

When the responses were divided according to the sex of the 
person giving the answer, it was found that only 4 per cent of 
the men and 7 per cent of the women preferred a woman doctor. 
Men doctors were preferred by 23 per cent of the females and 
43 per cent of the males. Thus, women were more disposed to 
say, “It depends,” (70 per cent) than men (53 per cent). 

It may take time, of course, until complete equality is reached 
and women are rated as fully conspetent as men. And perhaps 
this equality will be difficult to reach because of the difficulty, 
for a woman, of combining family and professional life. It ap- 
pears that in the Soviet Union medicine (like elementary school 
teaching in the United States) is often a means of marking time 
until marriage, and after marriage a way of supplementing the 
family budget. Women often are not able to devote themselves 
fully to a career and have a smaller chance to rise in the medical 
hierarchy than their male colleagues. In order to pursue this 
hypothesis further, several months of postwar issues of the 
Medical Worker were carefully scanned with the purpose of 
noting the rank and sex of every physician mentioned. The task 
was facilitated by the fact that this journal, being, so to speak, 
the house organ of the ministry, often refers to physicians by 
name and position held. Indeed, lists of meritorious doctors who 
had been rewarded for their services were the best sources of 
names. The sex of the doctor was determined by the special 
spelling in Russian and the ending of the patronymic. Rank 
was easily determined: if the name was preceded by the word 
vrach (doctor) or any other indication that the physician was in 
ordinary medical practice, the doctor was rated low rank. If 
there was an indication of medical or administrative responsi- 
bilities (professorship, clinic or departmental directorship, and 
so on) the name was entered in the high rank. The more than 
1,200 entries collected broke down as follows: 

Male physicians Female physicians 
Number of names noted 850 384 


Number holding high rank 660 154 
Number holding low rank 190 230 
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Among physicians holding high rank, four out of five are men, 
when in the profession at large four out of five physicians are 
women. Among male physicians, eight out of ten hold a high 
rank, but among women only half that number hold such a 
rank. By chance alone, the possibility for a woman doctor to 
rise in the medical ladder appears to be somewhat poorer than 
that of her male colleague, and her chances of being rated as 
competent as a man seem to be correspondingly small. It was 
also my impression, when I was in the Soviet Union, that most 
high administrative and clinical posts were held by men rather 
than by women, with the notable exception of the Minister of 
Health of the USSR. T. F. Fox, who visited the Soviet Union in 
1954, writes: “In visiting institutes and hospitals I fancied that 
the most senior posts were more often held by men.” 4 
An interviewed physician, a gynecologist, reported that 


as a rule women preferred men doctors. I would say that in my experi- 
ence about 10 to 15 per cent of the women said they would prefer 
having a woman doctor. . . If in a village a woman doctor would be 
sent to take care of the inhabitants, they would say, “Ah, still another 
baba” [a slightly derogative term denoting an old, rather ignorant 
woman], Women doctors at the beginning were greatly distrusted by 
the peasant population . . . and these women doctors would come 
back to town in tears. But they finally managed to win the confidence 
of the population and to overcome these ideas among the people so that 
many of them finally managed to do good medical work. 


It is now possible to turn to another aspect of the medical 
relationship of importance to the patient: the establishment of 
rapport between doctor and patient, that tenuous bridge which 
is often of paramount importance in therapy. 

Where private practice is the rule, the patient is usually at 
liberty to select his own physician, provided the latter accepts 
him as a patient. This does not mean, of course, that this selec- 
tion is done on the basis of objective data, since the layman, 
almost by definition, cannot assess professional qualifications. 
More often than not, the selection is done subjectively, on the 
basis of a recommendation by a friend or another physician. 
In a bureaucratized system such as in the Soviet Union this 
ability to select is curtailed on both sides. Physician and patient 
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are often assigned to each other by the administration. That this 
need not always be true, necessarily, is evidenced by the fact 
that in England, for example, the Health Ministry cannot compel 
a physician to accept a particular patient, “nor, which is more | 
important — compel a patient to go to a particular doctor.” 5 | 
Such niceties do not appear to exist in the Soviet system. It may 
be assumed that in many cases physician and patient will not 
“click,” not only because there is no mutual choice but also 
because the medical visit is often extremely brief and the patient 
may not be assigned to the same physician on subsequent visits. 
Thus, diagnosis may be complicated by the fact that each new 
physician must probe for certain data and sometimes ask em- 
barrassing questions that were asked previously. This is, of 
course, mitigated to some extent by the existence of the case 
history which is, in theory, placed before the physician at the 
time of the visit. As was seen earlier, this is at best a poor sub- 
stitute for close and intimate knowledge, as there hardly is any 
time to read the history. It is important, therefore, to determine 
whether the “socialized” medical relationship has become (in the 
patient's opinion) completely depersonalized, or whether there 
are ways this depersonalization is toned down. The answers to 
two questions give some insight into this problem. Displaced 
persons were asked, first, “When you went to a [free] state 
clinic, could you ask to see the same physician you had seen 
previously, or were you sent to anyone on duty that day? If 
you check the second, then tell how difficult it was for you 
always to deal with a different physician?” 

It must be noted that this question addresses itself to those 
persons who have a chronic illness and who must make repeated 
calls for check-ups or for treatment. If the medical system were 
completely bureaucratic and depersonalized, one might expect 
that almost everyone would answer that one simply was sent 
to the physician in charge whether one liked it or not. This was 
not the case by far. Almost 60 per cent reported that such a 
request could be made (and presumably granted), indicating 
that an effort was made at the dispensary to have the same 
physician follow the same patient. It was clear that, within limits, 
one could request the same doctor, and that, if this request was 
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not granted through ordinary channels it could be arranged 
with a minimum of ingenuity, patience, and perseverance. When 
it was not possible to see the same physician, the difficulty was 
not considered, by the patient, to be terribly great because of 
the existence of the case history file. From this and other similar 
remarks the distinct impression emerges that the really im- 
portant thing was the ability to have a physician, any physician, 
at the time he was needed, and that choice of doctor and ability 
to stick to him were regarded more as a luxury than a necessity. 
And one might expect that it would be reserved, like other lux- 
uries, for the higher classes. When the answers were divided 
according to the respondent's class it was found, indeed, that 
whereas close to 70 per cent of the members of the intelligentsia 
said they could ask to see the same doctor, among employees 
the figure was 61 per cent, skilled workers 51 per cent, unskilled 
workers 48 per cent, and among collective farmers 41 per cent.® 
In terms of actual experience at the free clinics, the treatment of 
the intelligentsia approached the private medical relationship, 
with the added advantage of being without direct cost. The 
farmers, on the other hand, had to accept things as they came 
much more frequently. Controls by age and sex did not yield 
significant differences. 

The second question was phrased as follows: “When you lived 
in the Soviet Union and went to see a physician at a state clinic, 
did you feel that he was treating you with sufficient attention? 
That is, did you have enough time to explain to the physician 
what your trouble was exactly, and did he have enough time to 
examine you?” Three answers were provided: “Yes’; “No’; “It 
depended on the physician.” Twenty-six per cent answered “Yes”; 
11 per cent answered “No”; and 63 per cent — or, the majority — 
answered, “It depended on the physician.” The medical relation- 
ship thus remains, even under rigid bureaucratic controls, a “so- 
cial system” with a certain degree of freedom for both patient 
and physician, where possibilities of mutual adjustment depend 
a great deal on the protagonists. This confirms statements of inter- 
viewed doctors to the effect that they tried their best to be atten- 
tive and to establish with the patient the “ideal” type of medical 
relationship but that their efforts were often frustrated by a va- 
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riety of pressures and interferences. Also, it should be noted that 
twice as many said the physician was attentive as said he was 
not. When class controls were applied, the percentage of the “It 
depended” answers remained about constant from class to class, 
although there were variations in the ratio of “Yes” to “No” an- 
swers. Among the intelligentsia four times as many said “Yes” 
as said “No”; the ratio was 2.8 for the employees; 1.2 for skilled 
workers; 2.1 for unskilled workers; and 1.6 for farmers.’ 

It is, however, in the copious comments which the émigrés 
added after having checked one of the answers that one may 
begin to discern their attitudes toward the physician and to 
realize that the manner in which the query was framed (and the 
range of answers provided ) was not sufficient or detailed enough 
to elicit the full range of experiences and feelings on this subject. 
Most comments dealt with the specific factors which affected 
the physician’s behavior. The émigrés included objective and sub- 
jective factors, on the one hand, and facilitating and obstructing 
factors on the other, as detailed in the following list (percentages 
given of 234 respondents ). 


Objective factors (outside doctor's control) 
Facilitating factors: 


Soviet medical system as a whole 3 
Training of doctor, responsibility to patient less than 1 
Supervision and contro] over doctor 4 
Other 3 
Obstructing factors: 
Too many patients, norms, etc. +50 
Lack of facilities, equipment, drugs, etc. I 
“Urban” treatment better than “rural” 2 
Other 12 


Subjective factors (under doctor's control) 
Facilitating factors: 
Doctor as a “good human being,” upholder of tradition 10 
Obstructing factors: 


Material rewards are necessary to motivate doctor 5 
Need of prestige, social position to obtain good care 5 
Other 4 


It is striking that three fourths of all the factors listed as affect- 
ing the doctor's attentiveness were objective factors wholly or 
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partly beyond the control of the physician. Of these, the majority 
(65 per cent out of 75 per cent) were objective factors obstructing 
the physician's behavior. The respondents seemed perfectly aware 
that the deficiencies, the haste, the faulty diagnoses, the brusque- 
ness of the physician, and so on, were not due to the latter’s un- 
willingness to serve individuals, but primarily to pressures exter- 
nal to him. Like any other Soviet employee, the doctor was seen 
as unable to resist these pressures. Indeed, the single, most im- 
portant, factor mentioned (in half the cases) was the problem 
caused by the imposition of norms and the great number of pa- 
tients. It will be remembered that these are precisely some of the 
conditions that, from the physician’s viewpoint, make his work 
difficult. And conversely, only 14 per cent of the factors men- 
tioned were subjective factors obstructing the doctor's attentive- 
ness. Thus the picture painted was not that of a physician unin- 
terested in his patients and subjectively inclined to be inattentive. 

When class controls were applied it was found that there was a 
somewhat less favorable attitude among manual workers toward 
the physician’s subjective motivation than among the intelligent- 
sia and employees. The latter were more willing to concede that 
the physican was a “good human being.” Yet members of all social 
groupings overwhelmingly pointed to the importance of objective 
factors that made it difficult for the doctor to be attentive. 

The question that arises at this point is, why do people in the 
white-collar classes have, in general (not only in the specific 
question above), a more favorable opinion of the physician’s 
attentiveness, of the ability to request the same doctor, and per- 
haps of the reasons behind the doctor’s behavior? One explana- 
tion is obvious: medical care is better the higher one’s position 
in the social scale; conditions under which the doctor works are 
more propitious to better care; there may be fewer patients, less 
direct pressure and interference from above, better equipment, 
and more ancillary personnel. But there is, perhaps, another fac- 
tor at work. The perception of the doctors motivation and be- 
havior may well depend on the social position of the patient. 
The doctor, by the very nature of his education, belongs to the 
working, or technical, intelligentsia, or the Soviet middle classes. 
( All the émigrés who were physicians identified themselves either 
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as members of the intelligentsia or employees.) Thus, between 
middle-class patients and physicians there is a common language, 
shared cultural values, and mutual expectations. This helps estab- 
lish rapport, because rapport depends on reciprocity, and reci- 
procity flourishes best in am atmosphere of shared values and ex- 
pectations.? When the physician, on the other hand, deals with 
members of other classes or other cultures he may not feel so 
much at ease. The common language may be lacking; he may be 
more brusque, matter-of-fact, and down to earth, without neces- 
sarily giving what he believes is inferior medical care. In other 
words, the physician may well dispense with some of the “psy- 
chological frills,” with the “icing on the cake,” which he reserves 
for those like him.® Furthermore, in a discussion of the well- 
springs of the physician’s actions we may expect to find that mem- 
bers of the intelligentsia and employee classes will tend to play 
down the “motivational” aspect and play up the “control” aspect, 
because in impugning the physician’s actions they indirectly 
criticize members of their own classes. Manual workers, on the 
other hand, do not have the same reservations. They more easily 
impute a hostile or unfavorable motivation to members of an 
alien class. Particularly important is the fact that it is precisely 
among manual workers that the “police” functions of the physi- 
cian (delivering sickness certificates and dealing with malinger- 
ers) arise in their sharpest forms. It is among them, of course, that 
labor discipline is strictest and most ruthless and that output can 
be measured with greatest accuracy. This increases the pressures 
brought to bear upon the physician who deals with industrial 
workers and makes him, in the patient’s eyes, a policeman more 
than a healer, a representative of the regime rather than a doctor. 

By the same token, one might speculate that the physician's 
behavior, seen this time by the members of the highest strata of 
Soviet society, would also appear in a different light. Obviously, 
physicians would treat these patients with kid gloves, appearing 
extremely respectful, if not somewhat obsequious and, perhaps, 
fearful. One only has to remember the accusations of medical 
sabotage levelled at nine top-flight Soviet doctors in January of 
1953, or the same accusations directed earlier at two famous spe- 
cialists in the 1937-1938 trials (Professors Levin and Pletniov), 
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to see how precarious doctoring can be in the Soviet Union and 
how important it must be to please the patient if that patient is 
an important personality. 

As might have been expected, there was an association between 
the ability to request the same physician and the physician's at- 
tentiveness. The converse did not present as strong a correla- 
tion, for even when a patient was sent to the physician on duty, 
there was almost one chance in two that the physician would 
still be attentive. Thus, for example, among white-collar work- 
ers (intelligentsia and employees) when one could request to 
see the same physician the chances of his being attentive were 
four out of five. Among manual workers the figure was even 
higher, 88 per cent. When one was sent to the doctor on duty, 
the chances of his being attentive were 46 per cent for non- 
manual workers and 45 per cent for manual workers.’° Although 
the differences here were slight between white-collar and manual 
workers, it must be noted that two and one half times as many 
in the nonmanual classes could request the same doctor as could 
not, whereas among manual workers only as many could ask to 
see the same doctor as were sent to any physician on duty. Pa- 
tients who see the same physician time after time may build 
rapport and feel that the physician is attentive to them. Those 
who are sent to any physician on duty (as happens more fre- 
quently among manual workers ) would be more prone to see the 
physician as inattentive. The element of uncertainty and the 
establishment of brief and therefore unsatisfactory contact with 
the doctor may well increase patient anxiety and result in dis- 
satisfaction with the patient-doctor relationship and antagonism 
toward physicians in general. To recapitulate briefly: the ability 
to have the same physician follow one’s course is positively cor- 
related with that physician’s attentiveness and interest in the 
patient. This is more likely to happen to those who belong to the 
nonmanual classes than to the manual workers. 

It should be clear, furthermore, that the problem raised by 
the existence of malingering and the request of medical dispensa- 
tions in nonmedical cases cannot be irrelevant to the establish- 
ment of rapport in the medical relationship. In many cases the 
physician is forced to refuse certificates, and in some of these 
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cases the individual is presumably really in need (medically) of 
the certificate. Displaced persons were asked whether “there were 
times when you were really sick but the physician did not excuse 
you from work; what reasons did he give you as an explanation 
[for his refusal]?” A definition of “being really sick,” of course, is 
often purely subjective, and a “genuine” patient may fail to ex- 
hibit the necessary signs (in contrast to symptoms) to convince 
the physician he is dealing with a genuine patient. Yet, the ques- 
tion called for a subjective answer. The physician’s failure to give 
subjective satisfaction to the patient can only be harmful to rap- 
port. Forty two per cent reported that they had had such an ex- 
perience, although there were class-determined differences. The 
figure was only 32 for the intelligentsia, 41 for the employees, 
49 for skilled workers, 52 for ordinary workers, and 49 for collec- 
tive farmers.'! Thus the highest figures were found among indus- 
trial workers, the precise area where discipline is most exacting. 
Refusal to grant an excuse is not likely to increase rapport. In- 
deed, in each social group those who had been refused an excuse 
were more likely to report the physician as inattentive than those 
who had not, as shown in the following list. 


“= 


Excuse granted Excuse refused 
Percentage who Percentage who 
felt doctor was felt doctor was 
Number inattentive Number inattentive 

Intelligentsia 117 15 46 30 
Employees 88 16 67 52 
Skilled workers 24 18 25 76 
Ordinary workers 47 13 32 56 
Kolkhozniks oF 29, 22 55 


But the reasons which the physician reportedly gave for refus- 
ing the certificate, and the manner in which the patients inter- 
preted the motives behind that refusal, confirm the hypothesis 
that the doctor was considered a helpless pawn of the regime, 
doing the regime’s bidding, often against his own inclinations and 
professional conscience, rather than a “protector” of that regime. 
Five hundred and thirteen émigrés reported that doctors offered 
the following reasons for not granting excuses (the list gives 
percentages of respondents ): 
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“I will not” (doctor as protector of system) 
Doctor accuses patient of simulating minor symptoms 
not warranting excuse; appeals to patient’s patriotism 
and cites needs of production 29 


“I cannot” (doctor as impersonal agent of system of rules) 
Failure of patient to exhibit symptoms officially re- 
quired for excuse 46 


Doctor cites other policies which prevent or limit issu- 
ance of excuses 5 


“I cannot although I would like to” (doctor as unwilling 
agent of the system) 
Specific rules forbid it 6 


Although legally possible, granting excuse would ex- 
pose doctor to suspicion and punishment by higher 
authority 3 


Miscellaneous Bl 


Thus, in less than one third of the cases the physician was per- 
ceived as identifying with the regime. In all other cases the phy- 
sician was seen as either the impersonal or the unwilling agent 
of the system, caught between conflicting pressures and relatively 
helpless) When the responses are divided according to class, it is 
noteworthy that the lower the class the greater the tendency to 
describe the doctor as the protector of the system. While one 
quarter of the members of the intelligentsia and employee classes 
considered the doctor a “protector of the regime,” 40 per cent 
among the workers and almost half the kolkhozniks considered 
the doctor a “protector.” The pressures which the social system 
imposes upon physician and patient are thus reflected in the kind 
of rapport which is established between the two. 
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Chapter 10 


Social Position and ‘‘Medical Category’’ 


“And what of the patient, this oft forgotten little man of 
medicine?” This is a question that must have intruded several 
times into the reader's mind, particularly since substantial por- 
tions of the preceding two chapters were devoted to the patient- 
doctor relationship as it looked from the physician’s vantage 
point. But, of course, the actions and reactions of the doctor 
are determined by the actions and reactions of the other protag- 
onist in the therapeutic relationship. What, then, is the situation 
of the patient? What are his experiences with the medical sys- 
tem? What are his attitudes toward “socialized” versus “private” 
medicine, and what does he think of the Soviet physician and 
the Soviet medical system? These are really questions that could 
best be answered by going to the Soviet Union and asking the pa- 
tients themselves. Barring this, partial answers may be obtained 
from those people who have left the Soviet Union and who can 
report on their experiences there and abroad. This chapter and 
the ones to follow are based primarily on detailed medical ques- 
tionnaires, mentioned earlier, administered to 1,650 displaced per- 
sons in Munich and New York. The conclusions reached are, of 
course, tentative and valid only for the sample available, though 
the internal consistency of the results may indicate a broader 
validity. 

Class Structure and Medical Care 

It is not possible to talk about the Soviet patient because there 

are several types of Soviet patients. It is better to talk about the 


Soviet patient in each one of the several social classes consti- 
tuting Soviet society. Indeed, studies at the Russian Research 
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Center have shown that the single most important determinant 
of experience, attitude, and life chances in the Soviet system is 
position in the class system. Class is more important than na- 
tionality, than age, than sex and many other variables.! 

The present Soviet class system had its origins in the early 
thirties when, at the urging of Stalin himself, “equality-monger- 
ing’ and the leftist practice of wage equalization were aban- 
doned,* and substantial differentiations in income, prestige, and 
style of living began to appear. The appearance of class patterns 
in all areas of social life was matched by parallel differentiations 
in the type and quality of medical service available to the popu- 
lation. It appears that medical resources, as scarce items, are 
allocated differentially to help promote and further the goals of 
Soviet society, as these are defined by the regime. As a “mobilized” 
system, this kind of reasoning has its internal and irrefutable 
logic. This logic, furthermore, can be enforced, since medical 
facilities are at the disposal of the regime which can deploy 
them in any way it sees fit. Moreover, the promise of better 
treatment, more qualified physicians, and well-equipped facilities 
is one more plum that the regime can hold out to those whose 
loyalty it most wants to secure, as well as being a strong incen- 
tive for mobility and a reward for achievement. 

Differences in medical care are not simply reflections of in- 
come differentiation. Rather, each individual finds himself as- 
signed to a “medical category” determined by his position. This 
assignment also holds for the members of his immediate family. 

There are two basic medical networks. One is the common or 
general network (obshchii set), the other the closed or restricted 
network (zakritii set). The common network, by far the larger 
of the two, is maintained by the Health Ministry and reserved 
for the general population. It has been described at some length 
in previous chapters. There are, of course, gradations of quality 
within that network, with the rural population receiving care of 
lower quality than the urban population. 

The closed network, as its name indicates, is more exclusive, 
and relatively little information is available on it. Under that 
classification, however, come two important subcategories. First 
there is the closed network available to the rank-and-file workers 
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and employees of certain specific organizations, such as the 
armed forces and the ministries of transportation, state security, 
and internal affairs, all of which maintain their own medical 
facilities? While the quality of that network may be higher 
than that of the general network, it is not substantially better 
because it is still reserved for the rank and file. The other sub- 
category, and the one that is least documented, is the medical 
| facilities reserved for the upper strata of Soviet society. It is 
| usually to this type of facilities that a Soviet citizen refers when 
he speaks of “restricted” or “closed” polyclinics. Even within ~~ 
this category there are gradations. The apex of the medical pyra- 
mid naturally corresponds to the apex of the Soviet social system | 
and is reserved for top state and party officials. Each dignitary 
has his personal physician in constant attendance, who prescribes 
work habits, diet, and exercises. If the individual should become 
hospitalized, he can be admitted to the Kremlin Polyclinic, prob- 
ably the best-equipped hospital in the Soviet Union, housed in 
palatial buildings and opulently furnished. If a rest is prescribed, 
the dignitary may be sent to a luxurious sanatorium on the Black - 
Sea, the Caucasus, or Crimea, reserved for people of his own 
rank. In such a sanatorium, in Foros, it was reported that in 
1936 there were an A and B division. The food appropriation 
(exclusive of wines) was 35 and 22 rubles a day, respectively, 
when at that time the salary of a cleaning woman was about 
90 rubles a month.* 
In the next category conditions are less luxurious but still far 
above average. The physician must be shared with five or six 
other officials and their families. Besides high party and govern- 
ment officials, this category includes the cream of the Soviet 
intelligentsia, such as members of the Academy of Sciences,® 
top-flight writers, artists, popular ballerinas, and others. In the 
third category each doctor reportedly has a panel of fifteen to 
twenty families, and facilities are correspondingly less luxurious.® 
Below this type of facility there are, in every major town, 
“closed” medical clinics reserved for local soviet and party ) 
officials. In small localities, where the number of high officials | 
is too small to warrant separate buildings, part of the existing 
| medical facilities are reserved for their use. They are char- 
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acterized by pleasant surroundings, privacy, and superior med- 
ical attention. An interviewed doctor who had been the head of 
a clinic in southern Russia reported that of the eighty beds at 
his disposal, ten, in five rooms of two beds each, were assigned 
to the “responsible people.” At night one nurse and one attend- 
ant were assigned to each section. This meant that the nurse 
and the attendant in the “ordinary” section had about seven 
times as much work as the two working in the “special” section. 
While it was very difficult for an “ordinary” patient to obtain 
help at night, “there always was one attendant and a nurse 
immediately available at the call of a bell” for those in the other 
section.” Descriptions of the differences between the two types 
of facilities are corroborated by other physicians and former 
Soviet citizens. One doctor, for example, reported that there was 
a radio and telephone in each room, “nice furniture,” and “every- 
thing was better, from the doctors to the instruments and the 
food.” Any irregularity would be considered “sabotage.” If, for 
example, a party secretary rang for a nurse, “woe to her if she 
did not appear within a few seconds.”® Another respondent 
added that “nothing but pigeon’s milk was lacking in the closed 
polyclinics, while people starved in ordinary polyclinics.” [998] 

The son of a high party official, interviewed in the course of 
the Harvard Project, gave the following description (impres- 
sionistic, of course) of the difference between closed and com- 
mon hospitals: 


Question: “Did you, yourself, and your family have any contact with 
socialized medicine?” 

Answer: “No, I cannot say so.” 

Question: “Now, if you needed to go to a hospital, how would you 
arrange that?” 

Answer: “Well, it was simple. In all big cities ... there are 
‘closed’ hospitals for Soviet officials.” 

Question: “Did you ever go to one?” 

Answer: “No, not me, but my mother, she had a catarrh.” 

Question: “And did you visit her there?” 

Answer: “Certainly.” 

Question: “Did she have a private room?” 

Answer: “No, there are private rooms, but she chose a room with 
two other women.” 


Question: “Good food?” 
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Answer: “Excellent, it is quite different from ordinary hospitals.” 

Question: “And did you see ordinary hospitals?” 

Answer: “Yes, because I had friends who went to ordinary hospitals, 
students, for example. I brought them food.” 

Question: “What would be the most striking difference that you 
could recall?” 

Answer: “It is difficult to say, because everything was different — 
from the door . . . everything.” 

Question: “Well, describe the ordinary hospital.” 

Answer: “It was an ordinary house — looks like a big school, a big 
aa quite ordinary. You would not see carpets there — no carpets 
there.” 

Question: “But would you see them in the other hospital?” 

Answer: “Certainly, everything was good, like in a private house.” 

Question: “How about the food?” 

Answer: “This was the most striking . . . in ordinary hospital . . . 
I have never been in prison, but I think this is just a little better than 
prison.” 

Question: “Did you actually see the food?” 

Answer: “Yes, I saw it.” 

Question: “And what your mother got?” 

Answer: “In the closed hospital they got what they liked; in the 
morning, the diet nurse asks you what you like.” 

Question: “How about cleanliness?” 

Answer: “In ordinary hospital?” 

Question: “Yes.” 

Answer: “I can’t say it was really dirty, it wasn't like in an ordinary 
house.” 

Question: “But, in the other hospital, did it strike you as being par- 
ticularly clean?” 

Answer: “Oh, yes, because they had a big staff, scrub women. . . 

Question: “And your father had to pay, of course?” 

Answer: “For this closed hospital . . . no, no, the government pro- 
vides such things.” ® 


»? 


It is striking to note that, in the informant’s mind, “closed fa- 
cilities” did not constitute “socialized medicine,” though these 
services were provided free of charge by the “government.” 
The implication is that “socialized medicine” was reserved for 
the “ordinary” people. 

It is impossible to estimate the financial value of medical 
care given to top Soviet officials. A very small (and out-dated ) 
clue, however, is provided from the budget of a party regional 
secretary in the Donbas for the year 1935.'° The secretary re- 
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ceived, in addition to his monthly wage of 750 rubles, a medical 
allocation from the Central Committee of the party amounting 
to 125 rubles per month, when the average monthly wage at that 
time was approximately 250 rubles per person for the total work- 
ing force, and 235 rubles for workers below the rank of fore- 
man./! Thus the secretary, who was by no means at the top of 
the hierarchy, received for health alone as much as one half 
the average of a workers wage and more than one half the 
average monthly wage of a worker below the rank of a foreman. 
Movements up and down the hierarchy are, of course, paralleled 
by movements on the medical totem pole. One physician who 
had worked in the Kremlin related how the downfall of Bukh- 
arin, for example, was accompanied by the downgrading of 
his medical category. “During the 1937-38 purges,” he added, 
“I lost almost all my patients. Maybe half of them were executed 
and I was assigned a new panel.” !” 

Most émigrés queried on the subject were aware of the exist- 
ence of “closed” facilities, indicating they were reserved for the 
members of the Soviet elite, particularly party members, and the 
secret police, although there was a sprinkling of such people as 
famous writers, artists, and other members of the top professional 
elite, that is, those whose services were deemed worthy of special 
rewards by the power elite. This awareness was accompanied by 
a clear-cut conception of the nature of the difference between 
common and closed facilities. Only a small proportion said that 
“everything was better.” Most were careful to enumerate which 
aspects they felt were superior in the closed polyclinics. Men- 
tioned most often was the superiority of the nonmedical, or pe- 
ripheral, components of medical care such as more comfort, lux- 
ury, furnishings, and personal attention. This was followed by a 
mention that personnel were more skilled and that medical 
equipment (including drugs and instruments) was better and 
more plentiful.** 

Further, the émigrés seem to be well aware of what their 
position had been in the medical hierarchy. Seventy-six per cent 
placed themselves in an intermediary category, saying that there 
were some people who received better and some who received 
worse care than they did themselves. Another 20 per cent reported 
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TABLE 1. ANSWERS OF RESPONDENTS TO MULTIPLE-RESPONSE QUESTION, “WHICH PEOPLE GOT 
BETTER AND WORSE MEDICAL CARE THAN YOU DID?” (PER CENT OF RESPONDENTS IN EACH 
SOCIAL-ECONOMIC GROUP WHO CHOSE “BETTER” AND “WORSE”) 


Social-economic groups of respondents 


, Skilled Ordinary 
ht ea ay Intelligentsia Employees workers workers Kolkhozniks 
or worse care Better Worse Better Worse Better Worse Better Worse Better Worse 
High Party and gov't officials 4] m 41 : 43 = 4] 33 a 
= Secret Police 4] . 4] = 40 = 43 — 33 — 
& Intelligentsia , 4 , 3 1 =. 8 2 (oa °° =< 
Employee F Lt — 5 2 — I 6 75 00 — 
Stakhanovite 18 — 1g 10 1 = 17 4 23 
Worker 8 1 9 — — — 8 1 12 a 
Kolkhoznik i" 59 . 74 — 72 — 73 — 54 
Other * 8 6 9 5 4 15 4 a 3 23 
Number of respondents 523 281 489 212 94 40 (if 30 79 13 


« Better: military (any rank); “elite”; ‘‘court” writers, artists, actors, scientists; Kremlin “bandits”; all party and similar “scoundrels’’; for- 
eign communists; “‘bootlickers and toadies”; big and medium bosses, etc, 

Worse: military (any rank); disfranchised, arrested, repressed people; concentration camp inmates; inhabitants of rural and remote regions; 
pensioned, disabled veterans; clergymen. 

b Less than 1 percent. 
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that nobody got worse care than they did. Three per cent said 
that the care was equal for all, and only 1 per cent placed them- 
selves at the top. When these answers were divided according 
to the social position of the individual, it became clear that their 
answers accurately reflected their status. While 80 per cent of 
those in the white-collar occupations (intelligentsia and em- 
ployees ) declared themselves in the intermediary category, about 
75 per cent of the manual workers gave that answer, but only 
3 per cent among the collective farmers. On the other hand, 85 
per cent of the collective farmers saw themselves at the bottom 
of the list as against 16 per cent among white collar people, and 
22 per cent among workers. These answers, of course, may also 
reflect the geographical position of the patients: thus the im- 
pressive break between the answers of the farmers and the others 
may partly be due to urban-rural differences in medical attention. 

Furthermore, when the émigrés were provided with a check- 
list of occupations and asked to check which people received 
better and which received worse medical care than they did, 
again the answers were generally consistent with what is known 
of class differentiations and what has been learned in this study. 
These answers are summarized in Table 1. 

Since medical care is part of the family’s rather than the indi- 
vidual’s standard of living, it might then be hypothesized that 
the single most important determinant of medical care and ex- 
perience is the position of the head of the family in the social 
structure, as it is for most other components of the standard of 
living. Indeed, when the above-given responses were examined 
according to other variables such as age, sex, and nationality, no 
significant patterns could be discerned. Findings, so far, thus 
seem to indicate differences in the type and quality of medical 
care available to the different strata of the population, a finding 
consistent with what is known of class differentiation in Soviet 
society. 








Chapter 11 


Experiences with the Medical System and 
the Physician: Availability, Competence, 
and Rapport 


Generally speaking, emigrés (with, perhaps, the exception of 
collective farmers) did not report any serious difficulties in see- 
ing a physician. Most of them were assigned to a clinic or dis- 
pensary and went there for treatment. Yet there were certain 
class-determined differences in their assessment of the ability 
of having a physician come to one’s house in the event they or 
someone in their family was critically ill. House calls, it should 
be mentioned, are also handled by the patient's dispensary. 
Requests for such calls are usually received in the morning, 
though in some places calls are received up to 2:00 P.M. or 


even later in the afternoon. When calls are no longer accepted =. 


for that day, patients may, in an emergency, summon an ambu- 
lance (skoraia pomoshch). Three fourths of individuals in the 
sample said that a physician would not only come to their house 
immediately in an emergency, but would also come in the middle 
of the night. Only 12 per cent reported that while he might 
come right away, he would not come at night. A similar per- 
centage answered “No” on both counts, and 2 per cent did not 
answer the question at all. Differences between classes were 
marked, as can be seen in Table 2. Most revealing is the pro- 
gression of the figures in column 3: there the percentage figure 
doubles itself for every major social class, again indicating 

importance of class position in the availability of medical serv- 
ices. In the comments which the respondents added, much was 
made of the system of ambulance emergency services, which ap- 
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peared to be a source of considerable pride and psychological 
security and which was felt to be superior to similar systems in 
the West. 


TABLE 2. ANSWERS OF RESPONDENTS TO QUESTION, “WOULD 
PHYSICIAN COME RIGHT AWAY, EVEN IN THE MIDDLE OF THE 
NIGHT?” (PER CENT OF TOTAL IN EACH SOCIAL CLASS) 


Physician would come — 


Right Right Neither Number 
away, away, at once of 
evenat except at nor at No respond- 
Social class night night night answer ents 
White collar workers 
Intelligentsia 79 12 7 2 234 
Employees 75 14 10 1 223 
Manual workers 
Skilled 65 11 20 4 43 
Ordinary 65 1] 19 5 37 
Kolkhozniks 36 20 40 4 30 


Of equal interest were the answers to the question: were men 
doctors and women doctors regarded as being equally com- 
petent? This kind of question has special meaning in a medical 
system where, in a period of 40 years, the percentage of women 
doctors has jumped from less than 10 on the eve of the revolu- 
tion to 76 in 1955,1 and where it may be wondered whether the 
change in sex composition has been accompanied by an equally 
rapid change in the respondents’ willingness to accept doctors 
of both sexes on an equal footing. Forty-eight per cent said that 
“it depended on the illness and the physician.” Of the rest, seven 
times as many trusted men as against women and 20 per cent 
held no opinion on the subject. The fact that almost half the 
émigrés answered that “it depended” is undoubtedly a sign of 
progress in thinking, since it may be assumed that such an answer 
would not have been given if only 10 per cent of the profession 
consisted of women. Indeed, in American society, where less than 
one doctor in ten is a woman, the commonly accepted stereotype 
of the physician is a man. In such a society (and presumably 
in the early years of the Soviet regime) it may be assumed that 
a vast majority would unhesitatingly have preferred a male phy- 
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sician from lack of experience with women doctors and from 
the sheer weight of tradition. 

When the responses were divided according to the sex of the 
person giving the answer, it was found that only 4 per cent of 
the men and 7 per cent of the women preferred a woman doctor. 
Men doctors were preferred by 23 per cent of the females and 
43 per cent of the males. Thus, women were more disposed to 
say, “It depends,” (70 per cent) than men (53 per cent). 

It may take time, of course, until complete equality is reached 
and women are rated as fully conspetent as men. And perhaps 
this equality will be difficult to reach because of the difficulty, 
for a woman, of combining family and professional life. It ap- 
pears that in the Soviet Union medicine (like elementary school 
teaching in the United States) is often a means of marking time 
until marriage, and after marriage a way of supplementing the 
family budget. Women often are not able to devote themselves 
fully to a career and have a smaller chance to rise in the medical 
hierarchy than their male colleagues. In order to pursue this 
hypothesis further, several months of postwar issues of the 
Medical Worker were carefully scanned with the purpose of 
noting the rank and sex of every physician mentioned. The task 
was facilitated by the fact that this journal, being, so to speak, 
the house organ of the ministry, often refers to physicians by 
name and position held. Indeed, lists of meritorious doctors who 
had been rewarded for their services were the best sources of 
names. The sex of the doctor was determined by the special 
spelling in Russian and the ending of the patronymic. Rank 
was easily determined: if the name was preceded by the word 
vrach (doctor) or any other indication that the physician was in 
ordinary medical practice, the doctor was rated low rank. If 
there was an indication of medical or administrative responsi- 
bilities (professorship, clinic or departmental directorship, and 
so on) the name was entered in the high rank. The more than 
1,200 entries collected broke down as follows: 

Male physicians Female physicians 
Number of names noted 850 384 


Number holding high rank 660 154 
Number holding low rank 190 230 
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Among physicians holding high rank, four out of five are men, 
when in the profession at large four out of five physicians are 
women. Among male physicians, eight out of ten hold a high 
rank, but among women only half that number hold such a 
rank. By chance alone, the possibility for a woman doctor to 
rise in the medical ladder appears to be somewhat poorer than 
that of her male colleague, and her chances of being rated as 
competent as a man seem to be correspondingly small. It was 
also my impression, when I was in the Soviet Union, that most 
high administrative and clinical posts were held by men rather 
than by women, with the notable exception of the Minister of 
Health of the USSR. T. F. Fox, who visited the Soviet Union in 
1954, writes: “In visiting institutes and hospitals I fancied that 
the most senior posts were more often held by men.” 4 
An interviewed physician, a gynecologist, reported that 


as a rule women preferred men doctors. I would say that in my experi- 
ence about 10 to 15 per cent of the women said they would prefer 
having a woman doctor. . . If in a village a woman doctor would be 
sent to take care of the inhabitants, they would say, “Ah, still another 
baba” [a slightly derogative term denoting an old, rather ignorant 
woman], Women doctors at the beginning were greatly distrusted by 
the peasant population . . . and these women doctors would come 
back to town in tears. But they finally managed to win the confidence 
of the population and to overcome these ideas among the people so that 
many of them finally managed to do good medical work. 


It is now possible to turn to another aspect of the medical 
relationship of importance to the patient: the establishment of 
rapport between doctor and patient, that tenuous bridge which 
is often of paramount importance in therapy. 

Where private practice is the rule, the patient is usually at 
liberty to select his own physician, provided the latter accepts 
him as a patient. This does not mean, of course, that this selec- 
tion is done on the basis of objective data, since the layman, 
almost by definition, cannot assess professional qualifications. 
More often than not, the selection is done subjectively, on the 
basis of a recommendation by a friend or another physician. 
In a bureaucratized system such as in the Soviet Union this 
ability to select is curtailed on both sides. Physician and patient 
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are often assigned to each other by the administration. That this 
need not always be true, necessarily, is evidenced by the fact 
that in England, for example, the Health Ministry cannot compel 
a physician to accept a particular patient, “nor, which is more | 
important — compel a patient to go to a particular doctor.” 5 | 
Such niceties do not appear to exist in the Soviet system. It may 
be assumed that in many cases physician and patient will not 
“click,” not only because there is no mutual choice but also 
because the medical visit is often extremely brief and the patient 
may not be assigned to the same physician on subsequent visits. 
Thus, diagnosis may be complicated by the fact that each new 
physician must probe for certain data and sometimes ask em- 
barrassing questions that were asked previously. This is, of 
course, mitigated to some extent by the existence of the case 
history which is, in theory, placed before the physician at the 
time of the visit. As was seen earlier, this is at best a poor sub- 
stitute for close and intimate knowledge, as there hardly is any 
time to read the history. It is important, therefore, to determine 
whether the “socialized” medical relationship has become (in the 
patient's opinion) completely depersonalized, or whether there 
are ways this depersonalization is toned down. The answers to 
two questions give some insight into this problem. Displaced 
persons were asked, first, “When you went to a [free] state 
clinic, could you ask to see the same physician you had seen 
previously, or were you sent to anyone on duty that day? If 
you check the second, then tell how difficult it was for you 
always to deal with a different physician?” 

It must be noted that this question addresses itself to those 
persons who have a chronic illness and who must make repeated 
calls for check-ups or for treatment. If the medical system were 
completely bureaucratic and depersonalized, one might expect 
that almost everyone would answer that one simply was sent 
to the physician in charge whether one liked it or not. This was 
not the case by far. Almost 60 per cent reported that such a 
request could be made (and presumably granted), indicating 
that an effort was made at the dispensary to have the same 
physician follow the same patient. It was clear that, within limits, 
one could request the same doctor, and that, if this request was 
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not granted through ordinary channels it could be arranged 
with a minimum of ingenuity, patience, and perseverance. When 
it was not possible to see the same physician, the difficulty was 
not considered, by the patient, to be terribly great because of 
the existence of the case history file. From this and other similar 
remarks the distinct impression emerges that the really im- 
portant thing was the ability to have a physician, any physician, 
at the time he was needed, and that choice of doctor and ability 
to stick to him were regarded more as a luxury than a necessity. 
And one might expect that it would be reserved, like other lux- 
uries, for the higher classes. When the answers were divided 
according to the respondent's class it was found, indeed, that 
whereas close to 70 per cent of the members of the intelligentsia 
said they could ask to see the same doctor, among employees 
the figure was 61 per cent, skilled workers 51 per cent, unskilled 
workers 48 per cent, and among collective farmers 41 per cent.® 
In terms of actual experience at the free clinics, the treatment of 
the intelligentsia approached the private medical relationship, 
with the added advantage of being without direct cost. The 
farmers, on the other hand, had to accept things as they came 
much more frequently. Controls by age and sex did not yield 
significant differences. 

The second question was phrased as follows: “When you lived 
in the Soviet Union and went to see a physician at a state clinic, 
did you feel that he was treating you with sufficient attention? 
That is, did you have enough time to explain to the physician 
what your trouble was exactly, and did he have enough time to 
examine you?” Three answers were provided: “Yes’; “No’; “It 
depended on the physician.” Twenty-six per cent answered “Yes”; 
11 per cent answered “No”; and 63 per cent — or, the majority — 
answered, “It depended on the physician.” The medical relation- 
ship thus remains, even under rigid bureaucratic controls, a “so- 
cial system” with a certain degree of freedom for both patient 
and physician, where possibilities of mutual adjustment depend 
a great deal on the protagonists. This confirms statements of inter- 
viewed doctors to the effect that they tried their best to be atten- 
tive and to establish with the patient the “ideal” type of medical 
relationship but that their efforts were often frustrated by a va- 
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riety of pressures and interferences. Also, it should be noted that 
twice as many said the physician was attentive as said he was 
not. When class controls were applied, the percentage of the “It 
depended” answers remained about constant from class to class, 
although there were variations in the ratio of “Yes” to “No” an- 
swers. Among the intelligentsia four times as many said “Yes” 
as said “No”; the ratio was 2.8 for the employees; 1.2 for skilled 
workers; 2.1 for unskilled workers; and 1.6 for farmers.’ 

It is, however, in the copious comments which the émigrés 
added after having checked one of the answers that one may 
begin to discern their attitudes toward the physician and to 
realize that the manner in which the query was framed (and the 
range of answers provided ) was not sufficient or detailed enough 
to elicit the full range of experiences and feelings on this subject. 
Most comments dealt with the specific factors which affected 
the physician’s behavior. The émigrés included objective and sub- 
jective factors, on the one hand, and facilitating and obstructing 
factors on the other, as detailed in the following list (percentages 
given of 234 respondents ). 


Objective factors (outside doctor's control) 
Facilitating factors: 


Soviet medical system as a whole 3 
Training of doctor, responsibility to patient less than 1 
Supervision and contro] over doctor 4 
Other 3 
Obstructing factors: 
Too many patients, norms, etc. +50 
Lack of facilities, equipment, drugs, etc. I 
“Urban” treatment better than “rural” 2 
Other 12 


Subjective factors (under doctor's control) 
Facilitating factors: 
Doctor as a “good human being,” upholder of tradition 10 
Obstructing factors: 


Material rewards are necessary to motivate doctor 5 
Need of prestige, social position to obtain good care 5 
Other 4 


It is striking that three fourths of all the factors listed as affect- 
ing the doctor's attentiveness were objective factors wholly or 
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partly beyond the control of the physician. Of these, the majority 
(65 per cent out of 75 per cent) were objective factors obstructing 
the physician's behavior. The respondents seemed perfectly aware 
that the deficiencies, the haste, the faulty diagnoses, the brusque- 
ness of the physician, and so on, were not due to the latter’s un- 
willingness to serve individuals, but primarily to pressures exter- 
nal to him. Like any other Soviet employee, the doctor was seen 
as unable to resist these pressures. Indeed, the single, most im- 
portant, factor mentioned (in half the cases) was the problem 
caused by the imposition of norms and the great number of pa- 
tients. It will be remembered that these are precisely some of the 
conditions that, from the physician’s viewpoint, make his work 
difficult. And conversely, only 14 per cent of the factors men- 
tioned were subjective factors obstructing the doctor's attentive- 
ness. Thus the picture painted was not that of a physician unin- 
terested in his patients and subjectively inclined to be inattentive. 

When class controls were applied it was found that there was a 
somewhat less favorable attitude among manual workers toward 
the physician’s subjective motivation than among the intelligent- 
sia and employees. The latter were more willing to concede that 
the physican was a “good human being.” Yet members of all social 
groupings overwhelmingly pointed to the importance of objective 
factors that made it difficult for the doctor to be attentive. 

The question that arises at this point is, why do people in the 
white-collar classes have, in general (not only in the specific 
question above), a more favorable opinion of the physician’s 
attentiveness, of the ability to request the same doctor, and per- 
haps of the reasons behind the doctor’s behavior? One explana- 
tion is obvious: medical care is better the higher one’s position 
in the social scale; conditions under which the doctor works are 
more propitious to better care; there may be fewer patients, less 
direct pressure and interference from above, better equipment, 
and more ancillary personnel. But there is, perhaps, another fac- 
tor at work. The perception of the doctors motivation and be- 
havior may well depend on the social position of the patient. 
The doctor, by the very nature of his education, belongs to the 
working, or technical, intelligentsia, or the Soviet middle classes. 
( All the émigrés who were physicians identified themselves either 
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as members of the intelligentsia or employees.) Thus, between 
middle-class patients and physicians there is a common language, 
shared cultural values, and mutual expectations. This helps estab- 
lish rapport, because rapport depends on reciprocity, and reci- 
procity flourishes best in am atmosphere of shared values and ex- 
pectations.? When the physician, on the other hand, deals with 
members of other classes or other cultures he may not feel so 
much at ease. The common language may be lacking; he may be 
more brusque, matter-of-fact, and down to earth, without neces- 
sarily giving what he believes is inferior medical care. In other 
words, the physician may well dispense with some of the “psy- 
chological frills,” with the “icing on the cake,” which he reserves 
for those like him.® Furthermore, in a discussion of the well- 
springs of the physician’s actions we may expect to find that mem- 
bers of the intelligentsia and employee classes will tend to play 
down the “motivational” aspect and play up the “control” aspect, 
because in impugning the physician’s actions they indirectly 
criticize members of their own classes. Manual workers, on the 
other hand, do not have the same reservations. They more easily 
impute a hostile or unfavorable motivation to members of an 
alien class. Particularly important is the fact that it is precisely 
among manual workers that the “police” functions of the physi- 
cian (delivering sickness certificates and dealing with malinger- 
ers) arise in their sharpest forms. It is among them, of course, that 
labor discipline is strictest and most ruthless and that output can 
be measured with greatest accuracy. This increases the pressures 
brought to bear upon the physician who deals with industrial 
workers and makes him, in the patient’s eyes, a policeman more 
than a healer, a representative of the regime rather than a doctor. 

By the same token, one might speculate that the physician's 
behavior, seen this time by the members of the highest strata of 
Soviet society, would also appear in a different light. Obviously, 
physicians would treat these patients with kid gloves, appearing 
extremely respectful, if not somewhat obsequious and, perhaps, 
fearful. One only has to remember the accusations of medical 
sabotage levelled at nine top-flight Soviet doctors in January of 
1953, or the same accusations directed earlier at two famous spe- 
cialists in the 1937-1938 trials (Professors Levin and Pletniov), 
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to see how precarious doctoring can be in the Soviet Union and 
how important it must be to please the patient if that patient is 
an important personality. 

As might have been expected, there was an association between 
the ability to request the same physician and the physician's at- 
tentiveness. The converse did not present as strong a correla- 
tion, for even when a patient was sent to the physician on duty, 
there was almost one chance in two that the physician would 
still be attentive. Thus, for example, among white-collar work- 
ers (intelligentsia and employees) when one could request to 
see the same physician the chances of his being attentive were 
four out of five. Among manual workers the figure was even 
higher, 88 per cent. When one was sent to the doctor on duty, 
the chances of his being attentive were 46 per cent for non- 
manual workers and 45 per cent for manual workers.’° Although 
the differences here were slight between white-collar and manual 
workers, it must be noted that two and one half times as many 
in the nonmanual classes could request the same doctor as could 
not, whereas among manual workers only as many could ask to 
see the same doctor as were sent to any physician on duty. Pa- 
tients who see the same physician time after time may build 
rapport and feel that the physician is attentive to them. Those 
who are sent to any physician on duty (as happens more fre- 
quently among manual workers ) would be more prone to see the 
physician as inattentive. The element of uncertainty and the 
establishment of brief and therefore unsatisfactory contact with 
the doctor may well increase patient anxiety and result in dis- 
satisfaction with the patient-doctor relationship and antagonism 
toward physicians in general. To recapitulate briefly: the ability 
to have the same physician follow one’s course is positively cor- 
related with that physician’s attentiveness and interest in the 
patient. This is more likely to happen to those who belong to the 
nonmanual classes than to the manual workers. 

It should be clear, furthermore, that the problem raised by 
the existence of malingering and the request of medical dispensa- 
tions in nonmedical cases cannot be irrelevant to the establish- 
ment of rapport in the medical relationship. In many cases the 
physician is forced to refuse certificates, and in some of these 
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cases the individual is presumably really in need (medically) of 
the certificate. Displaced persons were asked whether “there were 
times when you were really sick but the physician did not excuse 
you from work; what reasons did he give you as an explanation 
[for his refusal]?” A definition of “being really sick,” of course, is 
often purely subjective, and a “genuine” patient may fail to ex- 
hibit the necessary signs (in contrast to symptoms) to convince 
the physician he is dealing with a genuine patient. Yet, the ques- 
tion called for a subjective answer. The physician’s failure to give 
subjective satisfaction to the patient can only be harmful to rap- 
port. Forty two per cent reported that they had had such an ex- 
perience, although there were class-determined differences. The 
figure was only 32 for the intelligentsia, 41 for the employees, 
49 for skilled workers, 52 for ordinary workers, and 49 for collec- 
tive farmers.'! Thus the highest figures were found among indus- 
trial workers, the precise area where discipline is most exacting. 
Refusal to grant an excuse is not likely to increase rapport. In- 
deed, in each social group those who had been refused an excuse 
were more likely to report the physician as inattentive than those 
who had not, as shown in the following list. 


“= 


Excuse granted Excuse refused 
Percentage who Percentage who 
felt doctor was felt doctor was 
Number inattentive Number inattentive 

Intelligentsia 117 15 46 30 
Employees 88 16 67 52 
Skilled workers 24 18 25 76 
Ordinary workers 47 13 32 56 
Kolkhozniks oF 29, 22 55 


But the reasons which the physician reportedly gave for refus- 
ing the certificate, and the manner in which the patients inter- 
preted the motives behind that refusal, confirm the hypothesis 
that the doctor was considered a helpless pawn of the regime, 
doing the regime’s bidding, often against his own inclinations and 
professional conscience, rather than a “protector” of that regime. 
Five hundred and thirteen émigrés reported that doctors offered 
the following reasons for not granting excuses (the list gives 
percentages of respondents ): 
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“I will not” (doctor as protector of system) 
Doctor accuses patient of simulating minor symptoms 
not warranting excuse; appeals to patient’s patriotism 
and cites needs of production 29 


“I cannot” (doctor as impersonal agent of system of rules) 
Failure of patient to exhibit symptoms officially re- 
quired for excuse 46 


Doctor cites other policies which prevent or limit issu- 
ance of excuses 5 


“I cannot although I would like to” (doctor as unwilling 
agent of the system) 
Specific rules forbid it 6 


Although legally possible, granting excuse would ex- 
pose doctor to suspicion and punishment by higher 
authority 3 


Miscellaneous Bl 


Thus, in less than one third of the cases the physician was per- 
ceived as identifying with the regime. In all other cases the phy- 
sician was seen as either the impersonal or the unwilling agent 
of the system, caught between conflicting pressures and relatively 
helpless) When the responses are divided according to class, it is 
noteworthy that the lower the class the greater the tendency to 
describe the doctor as the protector of the system. While one 
quarter of the members of the intelligentsia and employee classes 
considered the doctor a “protector of the regime,” 40 per cent 
among the workers and almost half the kolkhozniks considered 
the doctor a “protector.” The pressures which the social system 
imposes upon physician and patient are thus reflected in the kind 
of rapport which is established between the two. 
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Chapter 12 


Attitudes Toward the Medical System: 
Propaganda, Expectations, and Reality ' 


In its attempt to capture and retain the loyalty of its citizens 
the Soviet regime affirms that one of its major concerns is the 
welfare of the individual (zabota o cheloveke). In the realm of 
health the individual is said to be entitled, as a matter of consti- 
tutional right, to high quality medical assistance at the expense 
of the state. This constitutional provision is, of course, constantly 
and continually commented upon and amplified in all the means 
of mass communication. It would be very surprising, indeed, if 
such a campaign did not mold expectations concerning medical 
care, particularly in view of the fact that it caters to deeply felt 
anxieties. If a person believes that he should receive medical 
services when he needs them, and if, furthermore, he is told, time 
and again, day in and day out, that it is the duty of the state to 
make these services available, the time will soon come when he 
will expect these services. And by the same token, when medical 
services fail to measure up to expectations (as they often must 
do), blame may be put on individual physicians or “medical 
bureaucrats” (hence the letters of self-criticism) or perhaps on 
the regime itself without, however, altering in any way the orig- 
inal expectations. 

It must be clear, furthermore, that experiences outside the 
Soviet Union, and confrontation with other medical systems, can- 
not be irrelevant to a retrospective assessment, on the part of the 
displaced persons, of the medical system they left back home. 
The fact that the medical questionnaires were administered in 
Munich and in New York provides an important clue to the atti- 
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tudes of émigrés. One question in particular was revealing. It 
asked, “Which system of medical care is better: the one in the 
Soviet Union or the one in Germany [asked in Munich] or in the 
United States [asked in New York]?” Of the 1033 émigrés who 
answered the question in Germany, 61 per cent preferred the 
German system; 19 per cent preferred the Soviet; 2 per cent saw 
good and bad in both systems; and 18 per cent held no opinion. 
The 617 émigrés who answered the question in New York, how- 
ever, felt as follows: only 18 per cent preferred the American sys- 
tem; 50 per cent preferred the Soviet; 3 per cent saw good and 
bad in both; and 29 per cent held no opinion. 

If, furthermore, only the answers that give an unequivocal 
choice of one system over another are examined, in Munich the 
German system is preferred to the Soviet system three to one, 
whereas in New York it is the Soviet system that is preferred to 
the American in exactly the same proportion. What, then, ac- 
counts for the rejection of Soviet medicine on the part of those 
who lived in Germany, and its acceptance by those who had 
emigrated to the United States? 

The main reason may be found in the system of expectations 
that Soviet propaganda had built up, and the kind of experiences 
the displaced persons had outside the USSR. In Germany, most 
displaced persons, whether they lived in camps or “on the Ger- 
man economy,” as the expression goes, had at their disposal the 
German system of medical insurance or socialized medicine which 
was felt to be superior, in most respects, to the Soviet system. 
Particularly impressive, from the patient’s viewpoint, were the 
skill of its personnel and the quality of its equipment and facil- 
ities. The German system was preferred, therefore, because it 
best conformed to the patient’s expectations. In the United States, 
on the other hand, the recently arrived immigrant, finding him- 
self at the bottom of the social and economic scale, insecure and 
frightened, could not but look wistfully upon the formal and even 
constitutional guarantee of medical assistance he had back home 
even though he may have felt that quality-wise, this assistance 
often left much to be desired. Even if he had access in the United 
States to charity medical treatment, he realized that his claim for 
medical attention was not a right and that he must go through 
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the uncertainties, the anxiety, and the humiliation that often ac- 
company this kind of care. Seen in this light and from this per- 
spective, the American system of medical care could not but take 
second place after the Soviet one (or third place after the Ger- 
man and the Soviet ones). 

It would be interesting to speculate on the kind of answers the 
displaced persons might give after having been in the United 
States for a few years and after their financial positions had im- 
proved, or after they had “learned the ropes” and realized that 
some of the best medical care was available to them in hospitals 
and clinics at no cost to them. Yet, from the nature of the evi- 
dence and from the universal appeal of the principles of free 
medical care for all, it is doubtful that a radical change would 
have taken place. 

It would seem, furthermore, that the better one’s medical care 
in the Soviet Union, the smaller the improvement presented in 
Germany and the greater the frustration imposed in the United 
States. Since medical care varies with social class, as seen earlier, 
the hypothesis can be tested by controlling for class, as shown 
in Table 3. Thus, in Munich, 64 per cent of the members of 
the intelligentsia preferred the German system over the Soviet, 
whereas among the collective farmers the figure was 92 per cent. 
The reverse was true in New York, although the trend was not 
as linear as in Munich. Controls by age, sex, and marital status 
had no significant effect on these results. 


TABLE 3. PREFERENCE OF RESPONDENTS FOR SOVIET MEDICAL 
SYSTEM VERSUS GERMAN OR AMERICAN SYSTEM (PER CENT OF 
TOTAL IN EACH SOCIAL CLASS) 


Respondents in Respondents in Nymber 
Munich who) Nymber New York who of 
preferred — of preferred — New 
Munich Amer- York 
German Soviet respond- ican Soviet Respond- 
Social class system system ents system system ents 
Intelligentsia 64 36 210 19 81 174 
Employees 73 | 188 34 66 142 
Skilled workers 80 20 107 
Ordinary workers 84 16 216 27 73 71 
Kolkhozniks 92 8 127 
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There were, furthermore, wide variations in the detailed rea- 
sons which the respondents added, after having checked their 
answer, to amplify and justify their choice. These reasons were 
coded and are detailed in Table 4. 


TABLE 4. REASONS GIVEN BY RESPONDENTS FOR CHOICE OF 
SOVIET VERSUS GERMAN OR AMERICAN MEDICAL SYSTEM (PER 
CENT OF RESPONDENTS WHO CHOSE A PARTICULAR SYSTEM) 


Respondents in Respondents in 
Munich who New York who 
preferred — preferred — 
German Soviet American Soviet 
Reasons system system system system 


General structure 
Nondiscrimination re access to 


treatment 6 19 > 20 
Better, more thorough 
treatment 15 i 6 2 
Cheaper 1 l — 6 
Free choice of doctor 4 — — — 
Completeness of coverage 4 4 8 ] 
Social benefits 8 2 2 2 
No cost 2 35 2 39 
Personnel 
Level of skill, training 16 2 13 if 
Attitude to sick 22 8) T2 16 
Financial disinterestedness — 3 — oa 
Private initiative Z — 6 — 
Facilities 
Equipment, drigs, hospitals, 
etc, 10 6 23 4 
Hygiene, cleanliness 2 3 8 2 
Food at hospital 1 _ Z — 
Other Il 9 8 10 
Number of respondents 536 202 130 386 





Those who preferred the Soviet system did so primarily be- 
cause it was accessible to all and because it was free. Most émi- 
grés did not hesitate to say that the West had better treatment to 
offer, that Western medical personnel were more skilled and pos- 
sessed of more initiative and freedom, and that Western medica] 
facilities and equipment were of higher quality than the Soviet. 
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While those considerations to some extent moved those in Munich 
to prefer the German system, the same considerations did not 
motivate those in New York to choose the American system. Re- 
duced to its simplest formulation, the displaced persons were 
saying, “Of what avail are the best techniques, the most skilled 
specialists and the biggest and cleanest hospitals if I cannot 
afford them? True, at home we did not have the best available 
but we had a legal claim to have something.” Most striking is the 
preference for the German system in Munich and the Soviet in 
New York. For every 100 who preferred the Soviet system in 
Munich, there were 150 who preferred the German. In New York, 
on the other hand, for one person who preferred the American 
medical set-up, nine chose the Soviet one. The only aspects that 
seem to have impressed the émigrés favorably, in New York, 
were facilities. Clearly, the American system was far from con- 
forming to expectations, whereas the German most certainly was. 

Even more revealing are the refugees’ attitudes toward, and 
conception of, the American physician. Many in New York 
stressed their dismay at what they felt was the exaggerated con- 
cern displayed by the doctor in his fee. This was, of course, a 
natural reaction coming from individuals to whom a five or ten 
dollar honorarium meant a substantial proportion of the weekly 
pay check. But, in addition, the émigrés had already been pro- 
vided, back home, with a readily available and unfavorable 
stereotype of the American doctor. In Soviet terms, any physician 
who works in a capitalist system is himself a capitalist. After 
having invested money in acquiring his specialty, he is “natu- 
rally” interested in maximizing profits at the expense of the “ex- 
ploited” patient. The following quotations, for example, are typ- 
ical: “In capitalist society the physician sells his knowledge for 
money. This stamps his whole activity. The sale of knowledge for 
money leads to the fact that the physician treats well-heeled pa- 
tients, but the poor, the toilers, the exploited — are deprived of 
the possibility to pay for medical services. . .”* Or, “The Soviet 
system of public health . . . destroyed the stone wall between 
the patient and the doctor; reformed the psychology of medical 
workers. Abroad, the physician — whether he wants it or not — 
has an interest in people being ill . . . he willingly or unwillingly 
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becomes a ‘dealer in medicine.’ But from the physician-dealer to 
the physician-criminal there is but one step. . .” § 

These statements should be compared with remarks made by 
émigrés after initial contact with American doctors. For example, 

“The profession of physician in the USSR does not place him in the 
position of the businessman. No person who chooses this profession 
should depend on the client’s money.” [3242] 

“In the Soviet Union the doctor is not interested in money but tries 
to really help the patient. He must be attentive, otherwise he will be 
brought to trial, while the American doctor, in the majority of cases, 
only tries to get out of the patient as much money as he can.” [3187] 

“American doctors are completely deprived of medical ethics .. . 
what they are after is only the dollar. . .” [38247] 


There can be no doubt that this view of the American physi- 
cian’s motivation, already patterned in the Soviet Union and rein- 
forced by concrete experiences, influenced many to indicate a 
preference for the Soviet medical system. In addition, the remark 
that “the doctor must be attentive, otherwise he will be brought 
to trial,” highlights the point, often made by displaced persons in 
other contexts, that individuals will perform according to specifi- 
cations only if certain external pressures and controls are brought 
to bear upon them. In that sense, the American medical system 
must have struck them as chaotic and unorganized, one in which 
the physician could do what he pleased without fear of punish- 
ment and in which “self-regulation” or “self-discipline” was only 
a hypocritical device to further exploit patients and keep medical 
mistakes from being recognized and doctors punished. 

When the displaced persons were queried more closely about 
which specific aspects of the Soviet medical system they liked 
best and disliked most, it was found that, on the positive side, free 
access and availability was the single most important feature 
mentioned (51 per cent in Munich, 60 per cent in New York). 
Such programs as mother-and-child care, sick leave benefits, tuber- 
culosis and other similar programs, dental care, and the improve- 
ment of rural facilities received scattered mention. In addition, 
the humanism and devotion of medical personnel were cited, in- 
cluding such aspects as the skill of medical personnel and the 
fact that the physician was not concerned with being paid by the 
patients. Typical of some additional remarks were the following: 
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Approbatory Remarks 


“The only aspect of the Soviet system that deserved to be held up 
as an example to other countries.” [199] 

“Principle was good. . .” [600] 

“Not only the workingman but his dependents as well are entitled 
to free ee care. . . My aunt, an old woman, received very good 
care in a cancer case.” [3451] 

“Strict discipline of all medical personnel. . .” [8496] 

“Doctor saw me as patient, not as a source of income.” [3456] 


Approbation with Reservation 


“System would be very attractive, if only it weren't in the hands of 
the Bolsheviks.” [4051] 

“Quantity of medical discoveries and medical research, but results 
are used against the people, for example, poisoned cigarettes given to 
prisoners of the Secret Police.” [4051] 


Cynical Remarks 


“One advantage only: they had to make you able to work as soon 
as possible in the interests of the state.” [695] 

“The fact that someone really sick did not suffer long but was dis- 
patched to a better world.” [999] 

“Immediate diagnosis of illness — two minutes.” [3172] 


Among the features most disliked, two shared the spotlight: 
one was inadequate facilities (21 per cent of the answers in 
Munich, 27 in New York). The other was personnel (31 per cent 
in Munich, 20 in New York). Only 6 per cent of the answers 
mentioned discrimination or differences in access to treatment 
or compensation. Bureaucratic rigidities were scored (11 per cent 
in Munich, 8 in New York), political control and interference 
came in for criticism, as well as such aspects of the system as 
underpayment of medical personnel, understaffing in medical in- 
stallations, and the absence of freedom to choose one’s physician. 
This last aspect, however, was mentioned in less than 1 per cent 
of the answers. 

It is interesting that in answer to the two above-named ques- 
tions, Soviet medical personnel came in for a good deal of praise 
and criticism. While most émigrés seem to have definite ideas 
about what makes an American (or “capitalistic” ) physician tick, 
they appear ambivalent in their attitudes toward the Soviet phy- 
sician. For some the Soviet doctor is first and foremost a Russian 
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doctor, and as such the embodiment of the traditions established 
by prerevolutionary Russian medicine and the zemstvo physician. 
The stereotype is clear and well defined: it is that of an individual 
entirely devoted to his humanitarian calling, working selflessly 
to help the sick with the utmost disregard for his own comfort 
and personal gain. And yet for others, the Soviet physician is the 
heartless agent of the Soviet system, who either by nature or 
through pressure, has become an agent of the state, an enforcer 
of discipline, a policeman in a white gown, and a denial of every- 
thing humanitarian in medicine. This area of divergent opinions 
and its implications will be examined in some more detail in the 
final chapter. 
Typical of other negative remarks are the following: 


Remarks on General Structure 


“Principles of free treatment were carried out badly in practice.” 
[475] 

“Soviet medicine serves the party and the government rather than 
the people.” [3096] 

“Soviet medicine is cut off from the rest of the world, and conse- 
quently behind the times.” [4003] 

“I did not like the Soviet regime which held the medical system in 
its grip. It is the regime which has placed both doctor and patient into 
a terrible situation and which is responsible for inadequacies in treat- 
ment.” [3410] 

“The Belorussian population which lived in the rural areas had in- 
adequate care; there were fewer doctors and feldshers; they were not 
so good, no apparatus, no medicines. In the towns, on the other hand, 
inhabited mostly by Russian party and government officials, the over- 
all care was better.” [3543] 


Ignorance of the Individual 


“In case of a serious illness requiring medicaments, they'd rather let 
you die than treat you.” [605] 

“I once was brought to the hospital in the winter time and typhus 
was diagnosed. I undressed and went to take a bath; the tub was 
covered with ice; I protested, making use of the right of free speech so 
highly esteemed in the Soviet Union, and was deprived of food for 
24 hours for ‘agitation.’” [999] 

“They don't let the sick get well enough; they hurry him to work.” 
[1150} 

“If a person has no temperature, he cannot be excused from work 
unless severely wounded.” [720] 

“Subordination of medical interests to the interests of the execution 
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of the industrial plan. . . Freeing only the planned percentage of sick 
workers in industry. . .” [318] 
Pressures and Control over the Physician 


“The physician was afraid of granting sick leave if temperature was 
below 39°.” [962] 


“If there is a possibility of nonfulfillment of the plan the doctor gets 
his orders to cut down the number of sick workers.” [531] 

“It is not the Russian doctors who are bad, but the system; for exam- 
ple, the head of a hospital can only be a Communist, and a doctor- 
Communist is no longer a doctor.” [1206] 

When the sample was controlled for class, there were few sig- 
nificant differences except for the following trends: members of 
the intelligentsia and employee classes were more willing to 
“understand,” “excuse,” or “forgive” the physician for all kinds of 
shortcomings than were manual workers. Yet, in spite of these 
criticisms, the distinct impression emerges that the displaced per- 
sons, generally speaking, prefer a system of state-financed med- 
icine, or at least the principle of such a system to private medicine. 
This was true even of those individuals who, by their own admis- 
sion, had been badly treated in the Soviet medical system. Using 
two indices, one of general medical experience and one of in- 
patient or hospital experience,* it was found that the overwhelm- 
ing majority of those whose medical experience had distinctly 
been unfavorable still preferred state-run medicine (presumably 
patterned along the Soviet blueprint) to a system of private 
care. This is shown in the following tabulation, given in per- 
centages of respondents preferring state or private medicine 
according to the quality of their experiences. 





Medical Experience 
Favorable Average Unfavorable 
I prefer a state-run system 90 88 80 
I prefer a private system 10 12 20 
Number of respondents (539) (259) (233) 
Hospital Experience 
I prefer a state-run system 93 87 72 
I prefer a private system “( 13 28 
Number of respondents (458) G27 ls) (75) 


When, furthermore, the sample was controlled for class it was 
found that the higher the class, the better the medical experi- 
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ence, and, of course, the greater the support of the principle of 
a state-run medical system. And yet, even those manual workers 
whose medical experiences had been distinctly unpleasant still 
preferred state-run to private medicine in more than 7 cases 
out of 10. This is shown in the following tabulation, which gives 
the percentage of displaced persons who prefer a state-run med- 
ical system. 


Medical experience 


Favorable Average Unfavorable 
Nonmanual workers 


(intelligentsia and employees) 92 89 85 
Manual workers 
(skilled and unskilled; kolkhozniks) 87 85 78 
Hospital experience 
Nonmanual workers 93 89 74 
Manual workers 89 84 72 


Reduced to its simplest formulation, Soviet citizens are told 
that they have a right to expect free medical care financed by the 
state. They expect that medical care and wholeheartedly endorse 
that principle. The quarrel] that the displaced persons had with 
the Soviet medical system was not with the blueprint, but rather 
with the way the blueprint was implemented and the fact that 
both the system and its physicians were often harnessed to the 
needs of the regime rather than to those of the “people.” This 
finding is consistent with other findings of the Harvard Project 
on the Soviet Social System: the approval on the part of displaced 
persons, who are presumably hostile to the Soviet regime, of 
many of the institutions associated with that regime, particularly 
in their welfare aspects.® This knowledge is essential in attempt- 
ing to draw up a balance sheet of the assets and liabilities of 
Soviet society as a continuing and relatively stable entity. Finally, 
the view that displaced persons are consistently and blindly anti- 
Soviet or that they are trying to flatter American interviewers by 
saying what they think will please them, should be reconsidered. 
Certainly Soviet refugees’ comments on American medical serv- 
ices, and particularly on the American physician, were far from 
flattering. 


Chapter 13 


The Patient’s Dilemma: Organizational 
or Private Medicine 


It is primarily through the prism of his own, subjectively felt 
experiences that the individual judges other individuals and some- 
times the institutions which, he thinks, motivate them to behave 
in a certain manner. Thus the unemployed worker, denied credit 
at the corner grocery store, sees that particular shopkeeper — 
and, indeed, all shopkeepers — as greedy and heartless exploiters 
of misery. From that point on, with the assistance, sometimes, 
of judicious prompting (some would call it agitation ), his frustra- 
tion, discontent, and hunger may be channeled against a political 
system which allows some people to go unemployed and hungry 
and which divides the population into two neatly labeled groups, 
the “exploiters” and the “exploited.” The same process of reason- 
ing applies to the patient-doctor relationship. The person who 
has been charged what he considers an exorbitant fee by a pri- 
vate practitioner and who, perhaps, does not feel that the money 
was well spent, may begin to look upon doctors as heartless ex- 
ploiters of “poor people,” hiding their avariciousness behind hypo- 
critical, so-called professional, standards or ethics; private medi- 
cine may have lost an adherent. Conversely, the patient who has 
had to wait at a clinic half a day to see an overworked, overtired, 
impatient, and unsympathetic physician (who, to top it all, thinks 
that the patient is malingering) may well feel infuriated at the 
medical bureaucrats; and socialized medicine may have lost a 
sympathizer. 

We have seen that, although most respondents who answered 
the medical questionnaire feel well disposed toward the principle 
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of socialized medicine, their actual experiences with the Soviet 
version of that system were not uniformly good, and their con- 
tacts with Soviet doctors not uniformly reassuring or satisfactory. 
What, then, is the Soviet patient’s dilemma, and what are the 
forces in Soviet society that account for it? 

We can begin by setting down some of the basic characteristics 
of each system. In the private system, the physician is essentially 
a craftsman-entrepreneur rendering professional services on an in- 
dividual basis: the settlement of the terms of exchange is a matter 
that concerns only the doctor and the patient.’ In the socialized 
system, the physician does not work alone, but as a member of an 
organization. This membership is bound to affect the manner in 
which he deals with the patient, who becomes, in a sense, the 
impersonal case of the organization rather than the case of a 
specific doctor. Patient and doctor may be assigned to each other 
without the choice of either, and payment is no longer a direct 
transaction between them. The physician may receive his remu- 
neration from the organization which employs him and conse- 
quently holds some power over him; if the patient does contribute 
to the doctor’s remuneration, he does so indirectly through fees 
paid into a general fund (such as involuntary taxes and assess- 
ments, or voluntary insurance schemes). These descriptions of 
the two systems are, of course, oversimplified, since in reality 
medical systems may, and often do, include features of both. Yet, 
as types, they are analytically distinct. 

Seen from the patient’s viewpoint, both types have distinct 
shortcomings because in both the physician may be tempted by 
pitfalls and pressures that distract him from serving the patient's 
interests exclusively. In individual practice the main temptation 
is that of commercialism. The physician is in the ideal situation to 
exploit the patient's suffering, ignorance, and anxiety for financial 
gains. This exploitation, of course, is rejected by the medical pro- 
fession. Its stand on such commercially accepted practices as 
fee-splitting shows its eagerness to demonstrate to the public 
that practices accepted in the business world have no place in 
medicine. It is understood that the physician who sends a patient 
to a colleague who will split a fee with him uses criteria which are 
not necessarily in the best interests of that patient. 
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In organizational practice the temptations are of a quite differ- 
ent order. The physician may fall prey to political pressures 
emanating from the very structure of organization itself. For ex- 
ample, full-time salaried employment for physicians in a scheme 
of national health service was rejected in England in 1942 on the 
ground that “the competition to secure the favor of superior off- 
cers or committees involves dangers not less great, if not greater, 
than those of competition to attract patients.” ? If the professional 
shifts his allegiance to a bureaucratic order and away from his 
patients, students, or “science,” the quality of his work may well 
suffer. It has been held by law (at least in the United States ) 
that a company physician's examination of a company employee, 
by order of the company, does not establish a medical relation- 
ship in the traditional sense of the word.? The Soviet physician 
who works in the “organizational” setting may well be expected 
to want to maintain his good standing in that organization since 
his livelihood, future professional career, and freedom depend on 
it. This factor influences the manner in which he deals with his 
patients and may sometimes overshadow his intention to do what 
is best for them. One displaced person epitomized what he felt 
were the different loyalties of the physician in these words: “In 
the Soviet Unon the doctor is a slave of the state. . . In America 
he is the slave of the dollar. . .” 

On the other hand, each system also presents certain advan- 
tages from the patient’s viewpoint. In private practice the physi- 
cian’s livelihood (provided he works in a competitive situation ) 
depends heavily on satisfying his patients. Indeed, many physi- 
cians feel that a successful private practice is built by the recom- 
mendations of former patients more than by almost any other 
factor. It is thus to the physician’s advantage to provide the 
best medical care, in the same way as it is in the best interests 
of an airline pilot to fly safely: since his life is as much at stake 
as his passengers’ lives, the interests of both coincide. Proponents 
of this view hold that organizational practice tends to decrease 
the physician’s motivation to do good work, since his remunera- 
tion is not in direct proportion to the satisfaction of his patients 
and since he does not fear either losing patients or failing to at- 
tract new ones. His only concern is to keep the administration 
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from spoiling his “quiet life,” as the Soviets are wont to say. Ac- 
cording to this view, the interests of the patient are better served 
in private practice. 

Proponents of organizational practice hold quite different views. 
They assert that it is precisely the lack of a cash nexus between 
patient and doctor which holds the best promise for good medi- 
cine. When the physician does not have to “hustle” for patients 
in order to be assured of a livelihood, the temptation to exploit 
illness and misery is removed from his path, and such aberrations 
as overtreatment, unneeded operations, and plain charlatanry dis- 
appear. Then, and only then, is the patient seen as a person to be 
treated, and not as a source of income: the doctor stops being a 
dealer in misery. 

We shall examine two answers in the medical questionnaire 
on clinical care in the Soviet Union. The first question asked 
was hypothetical: “Do you feel that the physician would pay more 
attention to you if you paid him for the visit?” Some basis for 
comparison on the part of the respondents can be assumed, since 
almost 52 per cent of the sample had, at one time or another, had 
contact with a private physician in the Soviet Union, and an 
additional 24 per cent said that although they had not had any 
direct experience, they knew enough from friends and relatives 
to be able to answer questions on the subject. The second ques- 
tion was, “Was the physician attentive at the state clinic?” Since 
clinic care is given free, the combined answers to these questions 
indicate how much the displaced persons felt that their doctors 
were or were not motivated by a fee. The percentages of “yes” 
and “no” answers are given in the following tabulation. 


Would physician 
be more atten- Was physician 

tive if you paid attentive Number of 
him? at clinic? Percentage Group respondents 
No Yes 65 ol: 
Yes Yes 35 B J 373 
No No 28 C 
Yes No 72 DJ ges 


In group A are those who felt that the physician was always 
attentive: he had not succumbed to the pitfalls of either “com- 
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mercialism” or “bureaucratism.” Group D includes those with 
just the opposite view: the physician was inattentive at the free 
state clinic, and money would be necessary to motivate him in a 
private relationship. Group B respondents felt that the physician 
was attentive at the clinic, but that money would have made him 
even more so. Those in group C felt that the doctor would not be 
swayed by money, but also that he was not attentive at the clinic. 
Thus group A and group D present two clear-cut polar attitudes 
toward the doctor’s behavior and motivation.‘ 

Close to 80 per cent of the intelligentsia felt that the doctor 
would not be more attentive if paid a fee and was attentive at the 
state clinic; among employees the figure was 70; among workers 
it went down to 60; and only half of the collective farmers thought 
well of the physician (differences significant at the .05 level). 

What, then, determined the individual's assessment of the way 
the doctor behaved or would behave? Obviously, his own con- 
tact with medical personnel, either at the clinic or at the hospital. 
And, indeed, it was found, using the index of general and hospital 
experience used previously,® that the better the experience the 
more inclined the individual to think well of the doctor. This 
applies to both manual and nonmanual workers. How does 
this, then, affect the respondents’ views of the system in which 
they had these experiences? Only 5 per cent of those who had 
had a favorable experience with the state physician would have 
preferred a system of private medical practice; four times as 
many among those whose experience had been unfavorable would 
have preferred a private medical system. While the increase in 
the proportion preferring the private medical system appears im- 
pressive, and while it is consistent with the hypothesis developed 
here, it must be remembered that most respondents were still in 
favor of the principle of socialized medicine, though they were 
not necessarily in favor of the Soviet version of that system. It is 
quite possible, as was pointed out earlier, that their experience 
in the West, particularly the disenchantment with private medi- 
cal practice in the United States and a favorable experience 
with socialized medicine in Germany, accounts for the preference 
for socialized medicine. Had the questions been posed in the 
Soviet Union, perhaps a higher percentage of those who were dis- 
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gruntled with what they experienced at the state clinic might 
have elected to favor a private system of medical care. 

When class controls were applied it was found that both non- 
manual and manual workers whose opinion of the doctor was 
favorable overwhelmingly supported state, or organizational, 
medicine. Among those who held an unfavorable opinion of the 
doctor, manual workers were more in favor of private practice 
than white-collar workers, although the number of cases in that 
category was too small to give statistically significant conclusions. 
In general, it can be said that those who felt the physician to be 
universally attentive and “idealistic” tended to belong to the pro- 
fessional and middle classes; they were employees and white-col- 
lar workers. Their medical experience had generally been good, 
and their support of the existing institutional arrangement was 
almost unanimous. Manual workers and collective farmers, on 
the other hand, were not so unanimous in singing the praise of 
the doctor. They had experienced medical care that was second 
or third rate. Facilities at their disposal were dingy and crowded, 
drugs in short supply and expensive, and last but not least, the 
physician brusque, sometimes brutal. The physician was seen as 
the “protector of the regime,” as a policeman rather than a thera- 
pist. Under such circumstances these people tended to reject the 
features of socialized medicine that are the specific results of 
Soviet conditions in favor of a system that “really works” like 
the German system; or perhaps even some form of private prac- 
tice where, by paying a fee directly to the physician (even if it 
were a minimal token), one could purchase the physician’s exclu- 
sive loyalty and attentiveness rather than have that loyalty given 
elsewhere or uneasily shared between the patient and the doctor’s 
employing organization. 

Regardless of what one may think of the fee, it does “symbolize 
and guarantee the ‘privacy’ of the doctor-patient relationship in 
the sense of excluding from it the interests and demands of other 
parties.” 7 And yet, as Sigerist has noted, “everywhere in medicine 
the trend is toward socialization.” ®* This trend is compounded 
of many factors. One of the most important, of course, is that of 
technological progress in medicine as a science. As medical care 
becomes more scientific and less intuitive, it begins to lean more 
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heavily on specialized and expensive equipment that no single 
doctor could effectively use or afford to own.® The development 
of the hospital as a place where people go to be cured rather 
than a place to die is as impressive a demonstration of the 
changes that are taking place in modern medical practice as anv. 
The hospital is perhaps one of the most complex social organ- 
izations today. It is an organization in which each doctor has 
his place but only as a member of a continuing entity, one which 
existed before he came on the scene and will continue to exist 
after he has left it. As such, his professional actions are different 
from what they would be were he to practice alone. For example, 
equipment or facilities must be shared by different physicians: 
this immediately calls for rules and regulations that he must ob- 
serve. Furthermore, in the hospital the physician works, so to 
speak, in a goldfish bowl: his every action is open to the scrutiny 
of many eyes; he is no longer a free and independent agent. From 
the hospital to the medical organization that hires the physician, 
the step is short and logical. And yet the implications of that step 
are momentous because it may (but does not necessarily) imply 
a change from professional to employee status. 

Another important factor is that of costs. As medicine becomes 
more complex and complicated, precise and scientific, it also be- 
comes more expensive. Yesterday's placeboes yield before today’s 
costly equipment and drugs. In contemporary societies, as more 
individuals join the salaried ranks, fewer are able to pay medical 
costs. The only solution is to have the bills footed in a different 
way, either through a scheme of insurance or through taxes, in 
which the financial burden of illness is spread among all. What 
this means, in the long run, is that more and more physicians 
will be paid not directly by the patient but indirectly by what- 
ever organization dispenses the funds of medical insurance. This, 
then, introduces a third party into the medical relationship: what- 
ever agency holds the purse strings has, or must have, some con- 
trol over disbursement of funds, and it thereby acquires some 
control over the professional. Consequently, as Eckstein is care- 
ful to point out, “those doctors who claimed that under a com- 
prehensive public medical service the doctor’s loyalty would be 
torn between his patient and the State were not just talking reac- 
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tionary nonsense. .. What [they] meant was that the State, 
whatever the nature of its intervention, would inevitably subject 
the practitioner to demands irrelevant to the clinical situation and 
potentially destructive of it. . .” 7° 

The Soviet version of organizational medicine is perhaps an 
extreme example of interference with the physician’s work. This 
interference appears to be dictated by the very nature of the 
Soviet social, political, and economic system. The doctors work 
has been integrated with the work of the state. It has become part 
and parcel of the “plan,” and it must reach beyond the needs of 
the individual patient to those of the regime, although, as we 
have seen, control over the physician’s work is imperfect. There 
are a variety of informal mechanisms that minimize, and some- 
times even neutralize, if they do not actually reverse, the dictates 
and desires of the state. These mechanisms seem to be more avail- 
able to the members of the nonmanual classes than to workers 
and peasants. Yet, despite the almost total state control over med- 
icine, almost all the displaced persons who volunteered as re- 
spondents, and who were presumably hostile to the Soviet regime, 
supported the principle of such a system of medical care. “Social- 
ized medicine,” as the embodiment of deep-seated and deeply- 
felt humanitarian values, as an answer to the universal anxiety 
that illness poses to the human race, and as an equitable device 
intended to make the achievements of medical science available 
to all, was unanimously accepted. Its use, by the regime, to serve 
other than humanitarian purposes was just as unanimously re- 
jected, 

















Summary and Conclusions 


This book has attempted to show how medical work and the 
role of the physician fit in the Soviet social system. It has not at- 
tempted to appraise the effectiveness of Soviet medical organiza- 
tion nor the quality of its physicians. For reasons indicated ear- 
lier, such an appraisal not only falls outside the scope of this 
study, but also would be difficult to make because of the lack of 
certain information, vital statistics for example. Within the limited 
mandate of this work, there are, however, certain themes or recur- 
rent patterns which should be pointed out. 

First, Soviet society is a directed and mobilized system in 
which every aspect is husbanded and focussed toward the goals 
of the regime as these are defined by the leaders and enforced 
by the party. It is only against this background of a “totalitarian” 
system that most of the non-technical aspects of the physician’s 
role can be understood. 

The second theme is a corollary of the first one: it is that of the 
control necessary, within the medical system, to ensure that the 
physician and the health organs will not weaken the goals of the 
regime. The role of the medical profession is critical because it 
has power over the life and the health of the population, that is, 
over its productivity. The physician, for example, is constantly 
being prodded to keep the workers in good health, i.e., capable 
of working, by preventing illness and accidents. This, in turn, 
often brings him into conflict with management, whose tendency 
is to reach production targets regardless of the limitations im- 
posed by the human organism and to turn down measures which, 
though costly in terms of an initial investment, would in the 
long run raise the well-being and the health of the population. 

The third theme concerns the implementation of the control 
through bureaucratization. In the preRevolutionary years the med- 
ical profession was not different in its social organization from 
corresponding professional groups in the Western world today. 
The Soviet regime, however, could hardly tolerate a self-govern- 
ing professional body because it could not control it. The pro- 
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fession as a social corporation was then dissolved, and in its stead 
the regime erected other structures that would permit easier 
manipulation of the physician's professional actions. By embed- 
ding the doctor into a bureaucratic structure (the Ministry of 
Health), and by replacing the medical corporation by the Med- 
ical Workers’ Union, the doctor's every act could now be scru- 
tinized by the authorities. Thus, the physician became a public 
servant and an employee, hired and remunerated by an organ of 
the state and subject to state contro] and discipline. 

A fourth theme concerns the physician’s role of legitimizing ill- 
ness and the implications of this role in a mobilized system. In 
spite of very tight controls on labor discipline, the physician may, 
through a judicious use of the medical excuse, cushion and some- 
what soften the impact of the system upon the individual by pro- 
viding a temporary escape from obligations and sanctions. Thus, 
the physician’s work has become one of the adjustive mechanisms 
that keep the social system going by reducing discontent, tension, 
and disaffection. Though most interviewed physicians deplored 
that function and found that it increased the already difficult 
conditions under which they had to work, they still appreciated 
the opportunity to “help” and did not find it inconsistent with 
their medical mission. 

A fifth, and final, theme is the overwhelming acceptance by the 
displaced persons of the principle of state-financed medical serv- 
ices, whether their medical experience had been favorable or un- 
favorable in the USSR. Their quarrel with the regime centered 
on the implementation of the principle and not with the principle 
itself. 

At the same time one might ask whether the bureaucratization 
and the control imposed upon the medical profession have re- 
duced or enhanced the physician’s ability to fulfill his functions. 
Although the bureaucratization of medical services has certain 
merits (they will be discussed subsequently ), these merits appear 
to be overshadowed by certain malfunctions evident in the Soviet 
system. There is, first of all, the all-pervasive red tape with its 
fateful by-products: inertia, loss of motivation and devotion to 
duty, routinization, the dodging of personal responsibilities, the 
“bunching together” of bureaucrats to defend their interests, and 
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the existence of pull and protection and of countless other means 
to feather one’s nest at the expense of those who must be served. 
Second, the belief in the magic power of “orders” results in direc- 
tives that often cannot be obeyed. Placed as they are within 
the medical bureaucracy, physicians find themselves forced either 
to disobey orders and suffer the consequences reserved for in- 
subordination, or to resort to such devious tricks as obeying the 
letter of the law “formally,” as the Soviet sources say, and report- 
ing compliance to higher headquarters. This often has disastrous 
effects not only on the physician’s morale, but also on the dis- 
pensation of medical services because it provides the higher au- 
thorities with inaccurate information about what transpires at the 
local level. Finally, bureaucracies are frequently wasteful of their 
resources in both personnel and means. The former can be easily 
manipulated, transferred, and promoted or demoted. The latter 
are often wasted because they belong to no one in particular. 
This wastage increases the cost of medical work, which, in the 
final analysis, is borne by the Soviet working population. 

Control, at the same time, permits the interference of “political” 
organs, that is, of organs that have the power to influence the 
work of the health authorities and the physicians. These organs 
may be party organizations, Soviet organizations, trade-unions, 
newspapers, courts or even the secret police. As lay groups they 
have little understanding of, or sympathy with, the professional 
problems of the physician, and their interference sometimes con- 
tributes to the demoralization of the medical profession. In addi- 
tion, ideological controls imposed upon the medical profession 
add nothing to its efficiency, but rather detract from it by taking 
valuable time away from study and practice. (The removal of a 
gall bladder is unaffected by the surgeon's political sophistica- 
tion.) Furthermore, subjecting research to ideological dictates, 
even in the field of medicine, can lead only to the impoverish- 
ment of this type of work, which thrives best in an atmosphere 
of untrammeled inquiry. 

On the more positive side, the Soviet Union over the last four 
decades has developed a system of medical care dispensed as a 
public service, the extent of which (in terms of services and 


people) goes beyond anything attempted in this field. This sys- 
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tem has the advantage of being centrally directed, and its de- 
velopment is theoretically geared to the general development 
of the society. In addition, it is financed by the state through the 
budget and does not depend for sustenance on fees for services 
or on erratic voluntary or charitable contributions. This undoubt- 
edly permits long-range programs and plans. At the same time, 
the very nature of the medical bureaucratic structure permits a 
certain degree of flexibility through the manipulation of medical 
personnel, in the sense that such personnel may be shifted around, 
transferred, retrained, and generally manipulated “for the good 
of the service” as emergencies and needs arise. Needless to say, 
such manipulations are never entirely successful and cause great 
dissatisfaction among medical personnel. 

From the viewpoint of the population, the Soviet citizen is 
assured of a modicum of medical assistance if he falls sick or be- 
comes injured. This provides some relief from the anxiety asso- 
ciated with illness, though in some cases the constitutional pro- 
vision of “qualified medical care to all” assumes the proportions 
of a macabre farce. There is also evidence that, of the many in- 
stitutions which the Soviet regime has created and with which 
it is associated, public medicine, along with universal education, 
stands closer to the hearts of the population than most other fea- 
tures of the Soviet system. 

Yet, the specifically Soviet form which socialized medicine and 
medica] practice have taken in Soviet society is as much a prod- 
uct of that society as are the collective farms, the concentration 
camps, and the secret police. The physician who must refuse hos- 
pitalization to a sick (but not “sufficiently” sick) worker has his 
counterpart in the policeman who must extort a confession from 
an innocent (but not “sufficiently” innocent) man, and the col- 
lective farm chairman who must extract the last ounce of energy 
from a toiling (but not “sufficiently” toiling) collective farmer. 
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APPENDIX A 
ROSTER OF INTERVIEWED MEDICAL PERSONNEL, 1950-1951 





Lee 








Desig- Inter- Years of 
nation viewed Nation- Social professional Educational Specializa- Kind of 
Bll: — in — Sex ality background education * background Profession tion work 
40 Germany M Russian — B Soviet Physician Surgery ~ 
139 F Russian Tsarist middle A,B Tsarist Physician Psychiatry Neuro-Psychological 
class and Soviet Institute 
853 M Russian Tsarist and Soviet B,C Soviet Physician Public health Public Health — rural 
intelligentsia and urban 
376 M Georgian Tsarist middle A Tsanst Physician Surgery and teaching Medical Institute 
class 
424 F Belorussian Nobility B, C Soviet Physician Psychiatry Psychiatric clinic 
426 M Russian Nobility C,D Soviet Feldsher — Rural area 
449 ¥ Russian and Peasantry D Soviet Feldsher Midwifery No practice 
Ukrainian 
453 M Russian Nobility A Tsarist Physician Teaching University 
490 ¥ Russian Tsarist middle A Tsarist Nurse Hospital — Sanatorium 
class 
607 M Georgian Tsarist and Soviet B,C Soviet Physician Skin — VD and teaching Railroad polyclinic, 
intelligentsia teaching 
608 F Russian - - — Physician Ophthalmology _ 
1158 United M Russian Tsarist and Soviet B Soviet Physician Plastic surgery - 
States intelligentsia 
1879 F Ukrainian Peasantry B,C Soviet Physician General practice (later surgery) _ 
1533 ¥ Ukrainian Tsarist and Soviet Cc Soviet Physician Pediatrics _ 
intelligentsia 
1700 F Ukrainian Nobility Cc Soviet Physician Protection of child- Rural town 
hood & motherhood 
1725 M Russian Tsarist and Soviet C Soviet Physician General practice Rural and urban 
intelligentsia 
1752 M Russian Tsarist middle A Tsarist Physician General practice — Ear, Nose 
class and Throat and teaching Small town 
1758 M Russian Tsarist middle A Tsarist Physician Obstetrics, gynecology, Hospital and small 
class and teaching towns (teaching) 
1759 M Georgian Tsarist and Soviet D Soviet Physician General practice Army service — only 
intelligentsia 
1790 F Russian Peasantry A Tsarist Physician Pediatrics Small town 
1800 M Russian Tsarist middle B Soviet Physician General practice and Kremlin Clinic 
class tuberculosis 
A Prerevolutionary B 1918-1928 C 1929-1936 D 1937-1940 
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DECREE OF JULY 11, 1918, ESTABLISHING THE 
COMMISSARIAT OF HEALTH * 


July 11, 1918 
Decree of the People’s Commissars, July 11, 1918: 


1. In order to unite all medical and public health work in the 
RSFSR, there shall be established a Commissariat for Public Health 
to be in charge of all medical and sanitary institutions of the country. 

2. All matters and means of the Council of the Medical Collegia 
shall be transferred to the People’s Commissariat for Public Health. 

3. The People’s Commissariat of Public Health shall direct the ac- 
tivities of all medical departments of Commissariats and control their 
work until the unification be accomplished. 

4, The following temporary Board of the Comm. for Public Health 
shall be set up, awaiting its confirmation by the Central Executive 
Committee. 

Acting People’s Commissar: Comrade Semashko 

His deputy: Comrade Soloviov 

Members of the Collegium: Dange, Golubkov, Bonch-Bruievich, 

Pervookhin 


Signatures: 
Chairman V. Ulianov [Lenin] 
Managing Director: Bonch-Bruievich 
Secretary: Pervookhin 
Moscow, Kremlin 
July 11, 1918 


*G. A. Miterey, XXV Let Sovetskogo zdravookhranenia (Twenty-five 
Years of Soviet Public Health) (Moscow, 1944). 
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APPENDIX C 


TYPES OF MEDICAL STUDENTS AND PHYSICIANS 
Taken from Descriptions by Respondent 1725 





1. Sh—- 
Let’s take a woman by the name of Sh . She had nine years of 
school in her village. . . . [She had] never seen a railroad, a plane, a 


car, a streetcar, an apple, an orange, or a lemon. She knew about 
chocolate only through books. And although she had seen in books 
houses with many stories, she never understood how they were built. 
When she came to a town, she would stand for hours before a four- 
story building and look at it with admiration and wonder. . . She did 
not know what a hot or cold water faucet was. . . While reading 
medical books, she might run into expressions that never were under- 
standable to her. For example, in the description of a disease it was 
said that the skin was of a lemon color. But she did not know what a 
lemon was, so how could she understand the color? She finished the 
medical faculty brilliantly, and if you had compared her at the begin- 
ning and the end of the course she was two completely different per- 
sons. She was representative of that type of person from whom was 
created the new Soviet intelligentsia in the best sense of the word. 
Her parents were kolkhozniks, illiterate, who had never seen or read 
anything except the Bible and the evangel. 

[Question: What were her reasons for entering this kind of work?} 
When she finished the ninth class, she wanted to learn and study more. 
So then she went 500 kilometers to the city, either on foot, or on a 
boat, or on horseback. There was an extraordinary force pulling her to 
science. She was a member of the komsomol, but she gave the impres- 
sion that her membership there was only a matter of form. She had 
nothing in common with that organization. She only wanted to be a 
doctor. 


2. P— 


P was a man, a medical student also from the village. He went 
on foot, because he had no money, more than 600 kilometers, and was 
late to the admission examination for the medical institute. At first they 
refused to let him take the examination until the next year, but he 
was so unhappy that he started begging the Director and all possible 
examiners to let him take the examination. Finally the Commission 
let him take all the examinations in one day. When all these authorities 
had learned how he had come to town they gave him the right to do 
this. He passed the examinations brilliantly and for five years he was 
an extraordinarily capable student. Then he received, in the same uni- 
versity, the position of assistant. Within two or three years he already 
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published his scientific work. Nevertheless, he always kept in his 
behavior the traits of a simple Siberian peasant. He never was quite 
sure of himself. 


3. M— 


From the workers’ class there was a man by the name of M—, 
who had worked for 17 years on the railroad. At the age of 40 he 
entered the medical institute voluntarily. He had a hard time studying 
because he had a family, he did not have a fresh young memory, and 
he did not have any study habits. His intellectual capacities were fair, 
but the desire, the patience to study, was extraordinarily great. What 
we young people prepared in two or three hours took him a whole 
night. As it was a period of hunger, he was pale and emaciated, but 
with unshakeable stubbornness he went ahead. He dreamed of being 
a doctor in a village in Southern Siberia. He behaved toward the pa- 
tients with extreme attentiveness, was very kind, and did everything 
with pedantic accuracy. He finished the institute with average grades 
and received a small hospital in Southern Siberia, where he was a very 
loved doctor. I met him a few years later at a refresher course and he 
gave me the impression of being a real, serious doctor, extraordinarily 
happy and proud of his profession. He was not a member of the party 
or of the komsomol. 


4.$— 


S —— was a convinced communist who believed in the truth of 
what the party and the government said. He was very energetic and 
straightforward. He also was nervous and irritable. He dreamed of 
being a surgeon. His intellectual ability was higher than average, but 
he was not brilliant. His parents were Siberian miners, that is, the most 
pro-communist element at first. The family was not cultured but de- 
sired very much for their children to receive a higher education. They 
had a ready formula on that subject. “If we could not get an education 
ourselves, let our children receive it at least.” . . . This student was 
very courageous and a convinced fighter for the Soviet regime. He 
detested all the bourgeois past and dreamed of world revolution. He 
studied very stubbornly and was always excellently prepared. At his 
examinations he was always bold, self-assured, and hard. He had great 
technical possibilities. Undoubtedly he would be a good surgeon. He 
spent a lot of time on social work, and in all his behavior and manner- 
isms did not have or show any city influences. He did not want to be 
different from an ordinary worker. He was very little cultured in ques- 
tions that did not touch medicine. He was typical of the sincere mem- 
ber of the Soviet intelligentsia. 


5. G— 


Take student G——. He was 34 when he started. Very capable, 
very serious, he worked a lot and pedantically; but all the time he 
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was afraid that his social origin would be discovered. In his question- 
naire [at school] he had said that he was the son of a peasant, al- 
though actually he was the son of a landowner. From time to time the 
secret section would discover the origin of students who had lied about 
their social origins and they would exclude them from the university. 
All during his five years of studying he was waiting to be arrested and 
expelled. At all the student meetings, statements of the party organ- 
ization of the institute were made saying there were many hostile ele- 
ments among students. These statements, of course, caused him a 
great deal of worry and anxiety. Once a woman student appeared at 
the institute who had been transferred from another medical institute 
and who knew all about the social origin of this student G : 
Moreover, she was a member of the komsomol. Therefore, when he 
saw her, he stopped going to the university, saying to his friends, 
“Now it is all over, they will throw me out.” She actually got interested 
in that student, looked at his questionnaire, and became convinced 
that he was or had been lying; but having met a friend of his in the 
street, she told him, “If anyone finds out about his real social origin, 
this fellow will be expelled in two days.” This meant that she would 
not say anything about it. After that he began to attend classes. She 
never reported him, and he finished. He was very good, but at the 
end he said, “If the course was not five years, but six years, I would 
have either dropped out of school or hung myself.” 


6. Z 


Here is the case of another student, a woman by the name of Z-——, 
who was the daughter of a tsarist professor, but she was afraid of 
nothing since he was a professor both in tsarist and Soviet times. She 
studied excellently but did not get a stipend, since her father was a 
professor. She voluntarily started to do social work. This social work, 
the liquidation of illiteracy among the adult population, was consid- 
ered important and difficult. She took this obligation in order to be 
left alone and to be able to study quietly. If we compare this student 
with student Sh , our first example, we might notice that in the 
process of studying and in the process of assimilation of materials, the 
daughter of the professor has a significantly easier time than the 
daughter of the peasant. 

















APPENDIX D 
NUMBER OF PHYSICIANS (INCLUDING DENTISTS) BY UNION RE- 
PUBLICS, USSR (1913-1955) 
Present Territory * 1913 1940 1950 1955 


Russian Soviet Federated 
Socialist Republic (RSFSR) 15,726 90,385 159,480 197,612 


Ukrainian SSR 7,84] 35,258 oli 64,864 
Belo-Russian SSR 1,167 5,214 7,210 9,455 
Uzbek SSR 189 3,158 6,571 8,821 
Kazakh SSR 244 pai oul 6,479 9,762 
Georgian SSR 461 4,894 9,510 11,768 
Azerbaidzhan SSR 853 8,840 6,446 7,406 
Lithuanian SSR 421 1,971 2,750 3,880 
Moldavian SSR 298 1,055 2,462 2,972 
Latvian SSR 638 2,502 2,946 4,275 
Kirghiz SSR 21 600 L751 2.345 
Tadzhik SSR 19 648 1,310 1,818 
Armenian SSR 73 1,020 2570 3,357 
Turkmen SSR 70 1,019 1,640 2.081 
Estonian SSR 531 1,056 1,491 2,398 
Karelo-Finnish SSR ° 7 457 683 962 

Total USSR 28,068 155,323 265,031 333,776 


Source: Narodnoe Khoziaistvo SSSR (Moscow, 1956), p. 245. 

® Boundaries represent those that existed after 1939. 

®’ This republic has been incorporated into the RSFSR (July 1956), and is now the 
Karelo Autonomous SSR. 
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APPENDIX E 
NUMBER OF PHYSICIANS AND HOSPITAL BEDS USSR, ACCORDING 


TO REPUBLIC, PROVINCE, AND REGION, EARLY 1956 
(EXCLUSIVE OF THE MILITARY) 


USSR 
RSFSR 


Altai Province 
Krasnodar Province 
Krasnoiarsk Province 
Primorsk Province 
Stavropol Province 
Khabarovsk Province 
Amur Region 
Arzamass Region 
Arkhangel Region 
Astrakhan Region 
Balashov Region 
Belgorod Region 
Briansk Region 
Velikokulsk Region 
Vladimir Region 
Vologda Region 
Voronezh Region 
Gorki Region 
Grozni Region 
Ivanovsk Region 
Irkutsk Region 
Kaliningrad Region 
Kalinin Region 
Kaluga Region 
Kamen Region 
Kamtchatka Region 
Kemerovo Region 
Kirov Region 
Kostrom Region 
Kuibishev Region 
Kurgan Region 
Kursk Region 
Leningrad Region, 
incl. Leningrad 
City of Leningrad 
Lipets Region 
Magadan Region 


Physicians 
per 10,000 
Total of 
of Popula- 
Physicians tion 
310,175 16 
183,401 16 
2,029 8 
5,502 15 
2,787 11 
2,058 16 
3,400 19 
2,018 18 
899 12 
565 5 
1,586 18 
1,881 PAE) 
892 9 
659 6 
1,149 7 
577 9 
1,358 10 
1,022 § 
2,596 14 
4,343 18 
983 7 
2,276 17 
2,890 Iv 
1,146 19 
1,633 10 
894 10 
1,156 9 
851 17 
2.877 ry 
L521 8 
797 9 
4,089 19 
687 "i 
1,331 9 
17,653 41 
15,5382 49 
911 8 
698 29 
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Number 


of 


Hospital 


beds 


1,288,890 
761,632 


12,157 
18,082 
15,660 
9,676 
9,625 
9,916 
5,295 
3,775 
9,949 
5,763 
4,250 
4,050 
6,980 
4,040 
8,271 
9,162 
8,688 
17,852 
4,075 
10,200 
12,011 
5,085 
11,774 
0,304 
6,328 
1,459 
18,174 
12,469 
5,937 
15,633 
4,850 
7,250 


43,071 
34,298 
5,009 
3,195 








Beds per 


10,000 
of 
Popula- 
tion 


65 
68 
47 
50 
64 
75 
55 
87 
72 
36 
83 
83 
44 
34 
45 
62 
61 
71 
46 
75 
Fis 
76 
69 
90 
74 
60 
4T 
70 
70 
65 
66 
go 
50 
50 


99 
107 
at 
134 
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Physicians Beds per 
per 10,000 Number 10,060 
Total of of of 
of Popula- Hospital Popula- 
Physicians tion beds tion 
Molotov Region 4,005 14 22,829 80 
Moscow Region, incl. 
Moscow 38,386 35 93,048 86 
City of Moscow 28,900 60 49 238 102 
Murmansk Region 1,081 23 8,918 83 
Novgorod Region 765 11 4,753 66 
Novosibirsk Region 3,233 15 18,761 63 
Omsk Region 2,663 7 9,989 62 
Orlov Region 624 7 4,760 - bo 
Penzen Region 1,262 8 7,951 53 
Pskov Region 600 11 Biel 7 66 
Rostov Region 4,457 23 12,077 62 
Riazan Region 1,867 10 9,532 68 
Sakhalin Region 1,205 18 6,470 95 
Saratov Region 4,097 24 12,900 75 
Sverdlov Region 5,982 16 31,256 84 
Smolensk Region 1,388 12 7,480 64 
Stalingrad Region 2,674 18 10,788 74 
Tambov Region 1,336 9 7,774 52 
Tomsk Region 1,471 20 7,180 96 
Tuvin Autonomous 
Region 183 i 1,240 75 
Tula Region 1,451 10 9,768 65 
Tiumen Region 1,003 9 6,065 56 
Ulianov Region 983 9 6,213 55 
Cheliabinsk Region 4,017 15 21,750 79 
Chitni Region 1,356 14 7,175 72 
Chkalov Region 1,987 \l 10,392 59 
Yaroslav Region 1,915 14 10,278 45 
Bashkir Autonomous 
SSR 2,898 9 15,368 48 
Buriat-Mongol 
Autonomous SSR 754 12 4,395 68 
Dagestan Autonomous 
SSR 1,078 12 5,115 57 
Kabardin Autonomous 
SSR 472 13 1,810 51 
Karelo Autonomous 
SSR ° 871 14 5,469 90 
Komi Autonomous 
SSR 1,043 16 5,835 88 
Marii Autonomous 
SSR 537 8 3,075 56 


© Formerly the Karelo-Finnish SSR. 
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Physicians Beds per 
per 10,000 §= Number 10,000 
Total of of of 
of Popula- Hospital Popula- 
Physicians tion beds tion 
Mordov Autonomous 
SSR 667 7 4,275 43 
Severo-Osetin 
Autonomous SSR 1,034 22 3,210 69 
Tatar Autonomous 
SSR 4,285 15 16,700 60 
Udmur Autonomous 
SSR 1,567 12 7,915 62 
Chuvash Autonomous 
SSR 774 7 4,560 42 
Yakutsk Autonomous 
SSR 771 16 4,931 108 
Ukrainian SSR 60,899 15 948,134 61 
Kiev Region 8,895 33 18,145 68 
Vinnitsa Region 2,120 10 10,085 AT 
Volinsk Region 651 44 3,800 43 
Voroshilovgrad Region 2,699 12 16,180 73 
Dnepopetrov Region 4,688 19 li7s5 72 
Drogobich Region 894 11 4,760 56 
Zhitomir Region 1,188 8 6,819 43 
Zakarpat Region 897 10 4,815 52 
Zaporozh Region 1,897 14 8,947 64 
Crimean Region 3,704 83 8,800 79 
Kirovgrad Region 1,067 9 5,870 49 
L’vov Region PAE 94 22 11,025 89 
Nikolaevsk Region 1,085 1l 5,300 53 
Odessa Region 5,008 26 14,834 fig 
Poltava Region 1,622 Q 7,745 47 
Roven Region 694 8 3,850 42 
Stalin Region 5,871 15 31,390 80 
Stanislav Region sI ialirg 10 5,265 48 
Sumsk Region 1,274 8 7,700 5] 
Ternopol Region 746 7 4,775 44 
Kharkov Region 6,534 27 8,090 74 
Kherson Region 908 1 6,070 76 
Khmelitsky Region 1,116 rj 6,486 40 
Cherkass Region 1,225 8 6,843 46 
Chernigov Region 1,258 8 7,450 48 
Chernovits Region 1,134 15 5,335 7 
Belo-Russian SSR 8,183 10 41,525 52 
Minsk Region 2,761 a 9,020 56 
Brest Region 965 8 5,875 49 
Vitebsk Region 1,160 13 5,355 59 


Gomel Region 1,185 9 6,050 46 
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Physicians Beds per 
per 10,000 ©§ Number 10,000 
Total of of oO: 

of Popula- Hospital Popula- 
Physicians tion beds tion 
Grodni Region 692 7 4,785 50 
Mogilev Region 977 9 6,315 o6 
Molodechno Region 493 6 4,105 49 
Uzbek SSR 8,303 ll 40,207 55 
Kazakh SSR 9,226 ial 55,351 66 
Georgian SSR 11,491 29 23,924 60 
Azerbaidzhan SSR 6,817 20 20,490 61 
Lithuanian SSR 3,797 14 15,930 60 
Moldavian SSR 2 807 11 15,270 57 
Latvian SSR 4,080 20 18,792 93 
Kirgiz SSR pA iff 12 9,285 49 
Tadzhik SSR 1,691 10 9,187 52 
Armenian SSR 3,067 19 9327 58 
Turkmen SSR 1,944 14 9,986 73 
Estonian SSR 21252, 20 9,900 86 


Source: Vestnik Statistiki, No. 5, 1956. 
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tioned, 30. See also Feldshers; Mid- 
wives; Nurses; Orderlies; Physiothera- 
pists; X-ray specialists 

Medical practice. See Allocation of phy- 
sician 

Medical research institutes, 24. See also 
Medical education 

Medical-Sanitary Council: compared to 
Pan-Russian Soviet of Professional As- 
sociations, 49; dissolution of, 51 

Medical-Sanitary Section of the Petro- 
grad Military-Revolutionary Commit- 
tee: 1917, 15-16 

Medical training. See Medical education 

Medical Worker: (articles from), criti- 
cizes post-war medical care, 25; on 
political indoctrination, 75; on physi- 


263 


cian in rural areas, 82, 87-88, 89; 
on physicians who shirk duties to state, 
85, 94; letters of complaint to editors, 
92-98; on distribution of specialists and 
physicians, 95-96; on allocation of liv- 
ing quarters, 109; on priority of re- 
sources, 114-15; on medical construc- 
tion and maintenance, 114-16; on 
medical instruments, 121-22; on 
paper work of physician, 141; on pro- 
duction at expense of worker's health, 
168; on physician’s conflict of indi- 
vidual vs. society, 166; on medical 
eare for collective farmers, 170; on 
medical ethics, 174 

Medical Workers’ Union: formation of, 
1919, 53-54; description of, 54-58; 
criticism of, 57; compared to Unions in 
West, 58 

Medsantrud, See Medical Workers’ Union 

Merton, Robert K., 88 

Mickiewicz, Dr., 79-80 

Midwives: in rural areas, 34. See also 
Medical personnel 

Mikoyan, Anastas I., speech, 9 

Military surgery, 24 

Ministerial decrees, 41 

Ministry of Health: creation of, 17; dif- 
ficulties of purchasing supplies and per- 
sonnel, 110-11; responsible for crea- 
tion of medical facilities, 112-13; su- 
pervision of pharmaceutical production, 
118-19; production of medical instru- 
ments, 121. See also chap. 4 

Ministry of Medical Industry: 1946 at- 
tempt to improve manufacture of phar- 
maceuticals, 118 

M’Kendrick, Archibald, 172 


Narodniki. See ‘‘Populist’ movement 

Narodnii Kommissariat Zdravookhranenia. 
See Ministry of Health 

NEP. See New Economic Policy 

New Economic Policy: development of 
Soviet medicine during, 18-21; mem- 
bership of physician in Medsantrud, 
during, 54; living conditions of physi- 
cian during, 108 

Newsholme and Kingsbury, 59-60 

Norms: necessity for in bureaucratic medi- 
cine, 40-41; regarding certificates, 166- 
87 

Nurses: in mural areas, 34; in industry, 
84; in local medical affairs, 51; Bol- 
sheviks gain control of, 52-53; coopera- 
tion with physician, 102-8. See also 
Medical personnel 


Oblast. See Regional Soviet Executive 


Committee 
Obshchii set. See General network 
Office space: in dispensaries, 137-38 
Old age benefits. See Social insurance 
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Orderlies: in local medical affairs, 51. See 
also Medical personnel 


Pan-Russian Soviet of Professional As- 
sociations of Physicians: culmination of 
physicians’ labor unions in 1917, 48- 
49; dissolution of, 53 

Pan-Russian Union of Medical Workers. 
See Medical Workers’ Union 

Paper work. See Dispensaries 

Parsons, Talcott, 102, 179 

Party members: medical care for, 51, 185- 
88; description of, 59; among phy- 
Sicians, 59-61, 72-73; in universities, 
67-68, 75; use of unqualified physi- 
cians in party, 73; ability to remain in 
cities after graduation from medical 
school, 91; role of, among medical 
personnel, 109, 125-30, 132-33, 168; 
mentioned, 211 

Peasantry: tsarist, 4-5 

Pensions; in industry, 171 

Pharmaceuticals: low priority after NEP, 
23; production of, 118; dispensation of, 
118-19; availability to patient and qual- 
ity of, 119-21; press criticizes deficiency 
of, 122 

Physiotherapists, 102-3. See also Medical 
personnel 

Piece rates: in industry after NEP, 21 

Pirogov, Nikolai Ivanovich, 47, 242n8 

Pirogovists, 47-49, 51-52 

Plans: necessity for in bureaucratic medi- 
cine, 40-41 

Pletniov, Professor: 
199-200 

Political training: in medical curriculum, 
73-77 

Political views of physicians: prerevolu- 
tionary, 6-7, 16-18; after 1917, 49, 
50-51; opposed Soviet regime, 52-54 

Polyclinics: in industry, 34. See also 
Medical facilities 

“Populist” movement: description of, 4- 
5; origins of Bolshevism, 238n11 

Practice: medical. See Allocation of Phy- 
sician 

Press: (use of in medicine), criticizes 
post-war medical care, 25; depicts at- 
titude of avoiding duty to state, 90; 
letters of complaint to editors, 92~93; 
articles on rural physician, 82-90 pas- 
sim; articles on evasion of assignments, 
94; articles on allocation of living quar- 
ters, 109; depicts lack of attention to 
medical facilities by local officials, 111- 
12; articles on medica! construction and 
maintenance, 114-17; articles on de- 
ficient pharmaceutical supplies, 120-21; 
criticizes progress of medical industry, 
122-24; articles on use of Samokritika, 
129; depicts poor allocation system of 
physicians, 1385; articles on trade unions 


1937-38 trials, 68, 
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and social insurance, 172; criticism of 
therapy, 176 

Priority of resources: emphasis on fac- 
tories and industry, 23; medical care, a 
low priority area, 26; regarding medi- 
cal facilities, 110-11, 113-15, 118; re- 
garding allocation of living facilities to 
physicians and specialists, 108; in pro- 
duction of medical instruments, 123; 
differential allocation of medical re- 
sources, 184 

Private practice: in zemstvo medical sys- 
tem, 7; during NEP, 19, 54; reduction 
of after NEP, 21-22; availability, 30; 
lack of is advantage to regime, 80; 
description of, 103; living conditions 
of physician in, 108; apportioning of 
time, 134; inability of physician in, 
to certify, 159; in specific types of social 
organizations, 179; selection of phy- 
sician by patient, 194-95; evaluation 
of, 213-18; incompatibility with a so- 
cialist system, 239n15 

“Problem areas”: evidence of malinte-~ 
gration in total system, xvi-xvii 

Professions: study of, shows inner work- 
ings of social system, xiii-xiv, xvii 

Proletarian: tsarist peasantry suspicious 
of land physician, 4-5; role in party, 
9; upgrading of, 20, 51, 52-53, 62-63; 
proportion of in universities, 64-65; in 
education, 65-72 passim; low per- 
centage among physicians, 66-67; pre- 
revolutionary medical care, 79; medi- 
cal category of, 189; medical care of 
farmers, 196; quality of medical care 
for, 198-201; opinions of physicians as 
determined by class position, 198-99, 
201-2; attitudes of, toward physician 
and medical care, 218 

Propaganda: control of the means of mass 
communication, 10-11; popularizes 
medical services, 140; medical, 175-— 
76; medical rights of Soviet citizen, 
203-4, 212; concept of American phy- 
Sician, 207 

Provisional Government, 16, 45-46; sup- 
ported by physicians, 49 

Public health: prerevolutionary, 1-2, 7, 
79; unification of work in 1918, 17-18; 
1927, 19-20; during World War Il, 
24; tasks set by RCP in 1919 and 1921, 
28-29; after 1917 Revolution, 48; goal 
of regime, 116-17; description of, 207- 
8; mentioned, 239n17 


Quantity of physicians: zemstvo, 3, 5; 
1918-28, 20; after NEP, 23, 24, 25; 
1953-55, 1956, 45; Soviet trained, 
54; party physicians, 59-61; effect of 
shortage, 133, 135-36 


Rabfak. See Workers’ faculties 
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Razezdnaia. See ‘Circuit’? system 

Regional centers, 33 

Regional Soviet Executive Committee, 36 

Remuneration: reversal of equalitarian 
trend, 21; in private practice, 21-22, 
213-15, 258n1 chap. 13; of physician 
after NEP, 22-23; of physician after 
war, 24-25; of bureaucratic employee, 
37-38; equalization of salaries policy, 
50; of Soviet physician, 70, 103-4; of 
rural physician, 90; definition of, 102; 
physician compared to coal miner, 105; 
in industry, 105-6; physician com- 
pared to other specialists, 105-10; re- 
lation to malingering, 149; physicians’ 
prewar Salaries, 158; during illness in 
industry, 171; 1936 domestic work, 185; 
1935 labor, 187-88; in socialized medi- 
cine, 214-15; in England’s National 
Health Service, 215; role of physician’s 
fee, 215-16, 218; cost of medical care, 
219. See also Bonuses 

Resources: system of priorities, 10-13 
passim 

Rest homes: in industry, 34. See also 
Medical facilities 

Rounds, Frank, Jr., 89 

Roving commissions: inspect local con- 
ditions, 41 

Rural areas: problems of staffing, 81-97 
passim; undesirability of for Soviet phy- 
sician, 83-07 passim; staffing with 
feldshers, 97-100; mode of transporta- 
tion for physician, 112; living condi- 
tions of physician in, 109; allocation of 
medical facilities, 123-24; status of 
feldshers and other subordinate per- 
sonnel, 132-33; scarcity of educated 
personnel, 136-37; campaign to im- 
prove medical care since 1953, 136- 
37; compared to urban, 189 

Rural districts, 79-80 

Rural medical care. See Rural areas 

Rural medicine: description of by Che- 
khov, 1 

Rules: necessity for in bureaucratic medi- 
cine, 40-41 


Salaries. See Remuneration 

Salisbury, Harrison E., 105 

Samokritika: in medical institutions, 129- 
31, 5 

Sanatoria: in industry, 34. See also Medi- 
cal facilities 

Scholarships, 64-65 

Schulz, H. G., 124 

Schweitzer, Albert, 78-79 

Scientife institutes, 24. See also Medi- 
cal facilities 

Secret police: problem with party phy- 
sicians, 127; on physician’s staff, 131- 
32; agents provocateurs, 165 

Self-criticism. See Samokritika 

Semashko, Dr. N. A., 17, 18 


Sickness benefits. See Socia] imsurance 

Sigerist, Henry E., 118, 218 

Sign: definition of, 152 

Social insurance: as provided im 1966 
constitution, 29; old age benefts, 25; 
disability benefits, 29; sickness benefiss. 
29; in industry, 170; comcem wit 
certification irregularities, 171 

Social mobility: opportunity for, in pro- 
fessional occupation, 69; opportunity 
for, with higher education, 71-72 

Social origins: preference to proletarians 
in higher education, 63-64; lifting of 
class restrictions in academic svstem, 
65; percentage of proletarian and non- 
proletarian in medicine, 66-67; impor- 
tance of, for physicians compared to 
other specialists, 68-69; hidden by 
bourgeoisie, 71 

Social security: methods, 171 

“Socialist construction”: beginning of, 
after NEP, 21-23 

“Socialist emulation”: competition  or- 
ganized among physicians, 167-68 

Socialized medicine, xiv, 237n2 

Society of Russian Physicians. See Piro- 
govists 

Sociology of the professions: study of the 
Soviet social system, xiv 

Soloviev, Z. P., 17 

Sources: availability of, xiv-xv, xvii; relia- 
bility of, xv—xvi; representativeness, xvi- 
xvii; reliability of D.P.’s, 183, 203, 212; 
use of, 193 

Sovetskaia Iustitsia: case report depict- 
ing labor laws, 150-51 

“Soviet collectivity,” 116 

Soviet fiction: upholds rural physician, 83 

Soviet ideology: Marxist role in, 9; di- 
tectionality of the system, 10; triumph 
of, over capitalism, 11. See also Goals 
of regime 

Soviet of Medical Collegia: establishment 
by Lenin and functions of, 16-17 

Soviet of the Petrograd Union of Phy- 
sicians: medical union in 1917, 48-49 

Sounarkom, 17 

Specialists: training of, 73-74; allocation 
of, 78-79; dearth of, 81-82; maldis- 
tribution of, 95-96; in private practice, 
103; remuneration of, 1-5; living con- 
ditions of, 108 

Specialized medical installations, 33 

Speed-up: in industry after NEP, 21 

“Spontaneous placement,” 78-79 

Stakhanovite: physician, 143-44 

Stalin: on training of specialists, 73-74 

Standard of living: decline after NEP, 
21; of physician, 22-23, 26. See also 
Living conditions 

State control: of medical care, 12-13; 
over private practice, 21-22; over Soviet 
physician, 22, 39-42, 68, 178, 179-80, 
221-22; of universities, 23; through 
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the Ministry of Health, 30; through 
trade-unions, 36, 175; through certifi- 
cation of illness, 36-37, 162-67, 170- 
71, 173; of employee in bureaucracy, 
37-38; ‘‘workers’ control’”” imposed on 
physician, 50;. move against independ- 
ent medical organizations, 50-54; phy- 
sician becomes employee of state, 54; 
of medical union, 55, 56-57; of 
medicine through party physicians, 61, 
72-78; public attacking of physicians, 
68, 178; political indoctrination of 
specialists, 74-77; forcible placement of 
physician, 78-82, 84-87; possibility of 
avoiding assignments, 91-95, 96; over 
rural assignments, 96; easing of, in 
post-Stalin period, 180; criticism of, 
by D.P.’s, 209-10; Soviet medicine an 
example of organized medicine, 220 

Status competition: feldsher with phy- 
sician, 98-100; of party members from 
subordinate personnel, 127-29; semi- 
professionals and professionals, 132-33 

Stipends: in education, 20, 63-64, 65; 
adequacy of, 67 

Stratification. See Class position 

Symptom: definition of, 152 

Systems of medical care: doctor-patient 
relationship in England, 194-95; Ger- 
man system of medical care, 203-7; 
American system of medical care, 203-— 
9, 215 


Territorial-administrative divisions, 31 

Therapy: doctor-patient relationship, 143, 
156, 160-61, 194-201; quality of, 143- 
44, 178; treatment subordinate to cer- 
tification, 161; for tuberculosis, 170; 
criticism of, 176-77; rapport between 
doctor and patient in England, 194-95; 
attitudes towards, 210-11, effect on, 
of physicians’ conflicts, 215; effect on, 
of competition for patients or lack of, 
215-16; evaluation of, 223; mentioned, 
122-23. See also Tuberculosis pa- 
tients 

Timbres, Harry and Rebecca, 130-31 

Time norms: allowed for each patient, 
134-36, 140-44 

Trade unions: loss of power after NEP, 
21; function in health maintenance, 34; 
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certification role of, 36, 171-72; role 
of, in medical construction, 117; 1936 
resolution on improving medical care, 
167; wages during illness, 170-71; men- 
tioned, 175 

“Trained incapacity’: of physician, 88, 
123 

Trials: of physicians, 58, 68, 180, 199- 
200 

Trotsky: justifies use of tsarist generals, 
50 

Tsarist reforms: zemstvo system part of, 1 

Tuberculosis patients: in industry, 170 

Tuition, 20, 64, 65, 66 


Uchastok. See Medical district 

Union Committee: unit of medical union, 
55 

Union of Medical Workers: functions of, 
129-31; role in aiding physician’s liv- 
ing conditions, 107 


Vacations: for physician, 107 


Weber, Max, 37 

Wilson, P. A., 58 

Wirchow, Rudolf, 159 

Workers’ faculties: preparatory to higher 
education, 64-65, effectiveness of, 67 

Workers’ medical assistance: law of 1866, 
3 

Working conditions: medical union reviews 
in medical installations, 57; of phy- 
sician, 165, 176-78; of general prac- 
titioner, 134-44 


X-ray specialists, 102-3. See also Medi- 
cal personnel 


Zakritie polikliniki. See “Closed poly- 


clinics” 
Zakritit set. See Closed network 
Zdravpunkty. See Health stations 


Zemstvo physician: rise of, 4-5; origins 
of Soviet medicine, 4-5, 7-8, 19-21, 
80; political views of, 6-7; tradition of, 
70, 209-10; prototype of “spontaneous 
placement,” 78-79; living conditions 
of, compared to Soviet physician, 83- 
84, 109; compared to Soviet physician, 
86, 90 

Zemstvo system, 1, 2, 3, 4-5, 7-8, 19-21 
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